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Abstract
The continuum between health and illness is a dynamic state influenced by stress. People are
complex beings designed with interrelated parts composing a unique whole. Stress's disruption in
the homeostatic balance can result in disease states in the body, mind, soul, and relationships.
Panic disorder is one of these manifestations. This disorder causes physical and cognitive
symptoms which impair quality of life. Although evidence-based treatments exist for panic
disorder, barriers are evident for effective dissemination. This phenomenological study explored
the experience of six individuals with anxiety disorder in a 30-day holistic, online social media
group. Throughout the study, interviews and surveys will be conducted to assess symptom
reduction and increased quality of life indicators. The group was conducted according to a BPSS
model. Activities were derived from a mindfulness foundation and included exercise (walking),
journaling (writing), spiritual mindfulness (worshipping) and relationship (witnessing) in online
support of a group setting. It was expected that utilizing a holistic, online social media group
would decrease anxiety disorder symptoms and increase the quality of life in these individuals.
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CHAPTER ONE
Health is a state of vitality that is the quest of humanity, a force between life and death.
Everyone lies on a continuum between these two states (Davidson & Strauss, 1995). It is a
responsibility of man to have dominion over health states, whereas illness breeds a perception of
lack of control. In the United States, the top 10 leading causes of death are all disease states
except for unintentional injuries, with heart disease and cancer in the lead (Kochanek et al.,
2017). In addition to the body, health also encompasses psychological and social states (Kristen,
Ivarsson, Parker, & Ziegert, 2015).
Mental illness is prevalent in the United States. According to National Vital Statistics
Reports, suicide accounted for 42,826 deaths, a 24% increase since 1999 (Center for Disease
Control [CDC], 2018). Mental illness is a prominent risk factor for suicide (CDC). In addition,
serious psychological distress is present in at least 3.3% (reported) of US adults, with a greater
amount in the female population (CDC). Females also have the highest treatment for anxiety
disorders (National Institute of Mental Health [NIMH], 2018).
In the middle of this continuum, a state of balance exists between health and illness with
an interdependency between the two states (Kip & Hutschemaekers, 2018). Life maintains an
innate sense of order. The methodical pattern of the night to the day, winter to spring, and
summer to fall is evident. In the same way, a human body has an inherent balance and order
within it. The body and mind conform to the patterns of the created universe regarding balance.
The ebb and flow of physical and mental processes work synergistically for life sustainment and
productivity. Problems occur when the homeostatic state is interrupted, resulting in an
unbalanced state (Booij et al., 2018).
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Since health relies heavily on maintaining homeostasis within the individual, any stressor
in this state creates a conflict (Abelson et al., 2007). When this delicate balance is interrupted by
internal or external stress, illness may result (Christopher, 2004). Health and illness are
influenced by genetic, environmental, and personality factors that are usually not under the direct
control of the individual. Stress is a powerful disruption of life balance that may not be
controlled (Conway et al., 2016). People can improve their reaction to stress by strengthening
their body, mind, soul, and relationships (Novack et al., 2007).
Empirical evidence demonstrated that mental illness was derived in part from acute and
chronic stress (Mineka & Oehlberg, 2008). Anxiety was a by-product of the stress response.
NIMH statistics relayed that 19.1 % of adults in the United States had some form of anxiety
disorder, with females having almost twice the occurrence of males. Of this number, 56% of
these individuals had moderate to severe impairment (NIMH, 2018). According to the DSM 5
(American Psychiatric Association, 2013), anxiety disorders included panic, social anxiety,
generalized anxiety, unspecified anxiety, obsessive-compulsive disorder, and more. Anxiety
manifested with chronic worry, panic attacks, physical symptoms, and feelings of dread and
depersonalization. Several hypotheses existed regarding the etiology of anxiety disorders. These
related to genetics, neurobiology, and genetic factors. Studies indicated that individuals with
certain types of anxiety have a lower tolerance to stressful states (Conway et al., 2016).
Symptoms were particularly frightening with anxiety disorders. An array of bodily
sensations, such as tachycardia, hyperventilation, tremulousness, and dizziness co-occurred with
cognitive distortions such as catastrophic thinking, chronic worry, and hypochondriasis (Woud et
al., 2013). Combining these created an inhibitory lifestyle resulting from a vicious cycle of fear.
Patients exhibited anticipatory anxiety and maladaptive behavior changes (Perna & Caldirola,
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2017). As a result, quality of life was diminished as occupational and relational infringements
occurred (Carpenter et al., 2018). Evidence-based practice showed that cognitive-behavioral
therapy and pharmacotherapy were excellent first-line treatment choices (Rufer et al., 2010). A
large population of anxiety sufferers remained untreated or partially treated (Al-Asadi et al.,
2014).
Despite several empirically based treatments for anxiety, a subset of individuals
remained symptomatic with a decreased quality of life (Chen & Tsai, 2016). In addition, these
treatments lacked a holistic foundation which left the individual in a subtherapeutic state (Elliott
& Richardson, 2014). It was necessary to assimilate the lived experience of that disease state to
understand the treatment needs (Elliott & Richardson, 2014).
A phenomenological approach (Moustakas, 1995) was used to explore participants'
responses to a biopsychosociospiritual (BPSS) approach to treatment to comprehend the lived
experience with anxiety. This qualitative study explored the lived experience of individuals with
an anxiety disorder who have reported symptomatology and decreased quality of life. The
perspective attained from these individuals offered an in-depth, preliminary understanding of
participants’ experiences. Study results demonstrated improvements in symptom reduction and
increased quality of life through a comprehensive approach to an individual's biological,
psychological, social, and spiritual (BPSS) spheres.
The first chapter presented the significance of the problem, inherent barriers, proposed
solutions for lingering anxiety symptoms and decreased quality of life. A synopsis of the details
of the study was presented. A brief literature review acknowledged discussed gaps, including the
purpose statement, research questions and tactics, topic significance, limitations, and a
conceptual framework. An introduction to the rest of the chapters was also given.
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Summary of the Problem
Anxiety disorders have required multi-faceted treatment, but modern practice maintained
unipolar treatment (Schotte et al., 2006). Traditional biomedical approaches targeted only the
body in treatment (Novack et al., 2007). Medication was primarily the focus to control
symptoms. Unwanted side effects or fear of taking medicine caused some anxiety sufferers to
forego this treatment (Blackwelder et al., 2018). Psychotherapy using cognitive-behavioral
approaches had been highly effective in reducing symptoms and the number of anxiety attacks
(Carpenter et al., 2018). One barrier with this approach was that many individuals do not seek
care (Fleury et al., 2014).
Fragmented Care
Numerous factors were indicated in producing barriers to the dissemination of effective
treatment. Fragmented care inadequately addressed the treatment needs of the whole person
(Suchman, 2005). It was the epitome of the traditional medical approach, whereas a
biopsychsociospiritual (BPS) approach addresses the total health of an individual (Havelka et al.,
2009). If individuals did not seek holistic care, they may not have received maximum treatment,
which resulted in unremitted symptoms and a decreased quality of life (Cheetham et al., 2018).
Accessibility
Another barrier to whole-person treatment was accessibility. Socioeconomic status was
unequal, and many did not have adequate access to the simplest health services (Cheetham et al.,
2018). Mental health caused an additional burden, with many adults not seeking care at all
(Cadigan et al., 2018). A lack of knowledge of where to seek care was also evident (Goldstein et

5
al., 2006). Anxiety disorders created even more barriers to access to care (Christensen et al.,
2014).
Socially, the symptoms affected relationships and lifestyles. Spouses may not have
understood what was occurring with their loved ones. Occupations may have been interrupted by
absenteeism from work for physical symptoms. An individual could also have suffered
spiritually. Although the desire for spirituality to be addressed in therapy was increased, it still
could be neglected in the secular world. Questions of one’s faith and feelings of worthlessness
accompanied this disorder (American Psychiatric Association, 2013).
Lack of Dissemination of Evidenced-Based Treatment
Another barrier to effective treatment is that evidence-based practice was not
implemented for various reasons. Individuals with anxiety often sought care from places, such as
emergency rooms, which were not designed for whole-person care (Abar et al., 2017). Since
some physicians did not fully understand the manifestations of anxiety disorder and did not know
how to treat it effectively, it was best to keep abreast of the best practices to utilize or refer for
services such as pharmacotherapy or psychotherapy (Lee & Dade, 2003). Emergency room visits
were limited to education and offer no follow-up to ensure proper care (Starcevic, 2008).
Cost
Mental illness came at a significant cost to society and individually. In 2014, mental
health expenditures accounted for $186 billion, with inpatient and outpatient care leading costs
(National Center for Health Statistics, 2016). The overuse of emergency rooms by patients with
anxiety also increased healthcare costs (Abar et al., 2017). On an interpersonal level, loss of
occupations, roles, and relationships were present in anxiety disorders (Perna & Caldirola, 2017).
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Quality of Life
Another barrier was that quality of life may not be properly understood. All anxiety
disorders showed substantial impairments in quality of life (Rapaport et al., 2005). Catastrophic
misinterpretations and inadequate self-efficacy inherent in anxiety disorders contributed to
prolonged symptoms and decreased quality of life (Chen & Tsai, 2016). Therefore, best practices
for treating anxiety went beyond symptom reduction by addressing restoration of the quality of
life (Rapaport et al., 2005).
Treatment Resistance
A frustrating factor for clients and providers alike was treatment resistance. Data
demonstrated that patients became resistant to psychotherapy (Fischer & Cleare, 2017).
Approximately one-third of anxiety patients became treatment-resistant (Chen & Tsai, 2016).
Twenty to forty percent of patients failed to reach full remission of symptoms with drugs or
therapy (Perna & Caldirola, 2017). Comorbidities and genetics contributed to this resistance
(Chen & Tsai, 2016).
Relationship Between Anxiety and Stress
Acute and chronic stress created vulnerability to a wide array of emotional disorders
(Conway et al., 2016). According to the stress-vulnerability theory, genetics and environment
produced unique thresholds in which stress impaired the health balance of an individual
(Zvolensky et al., 2005). It was thought that in anxiety and panic disorders, the hypothalamicpituitary-adrenal (HPA) axis was stimulated so much by a chronic stress response that it failed to
regulate at some point (Dirven et al., 2017). Ultimately, stress was why the normal flight or fight
system was hyper-aroused in some anxiety disorder patients (Abelson et al., 2007; Wintermann
et al., 2016).
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Chronic stress resulted in an altered reactivity response (Wichmann et al., 2017).
Somatization was where physical symptoms manifested in response to a psychosocial stressor
(Bursch, 2016). Anxiety-prone patients’ personalities were primarily reassurance-seeking, which
contributed to a vulnerability to stress exposure (Conway et al., 2016). There demonstrated a
direct correlation between chronicity, the severity of symptoms, and increased stress reactivity
(Limmer et al., 2015).
Systems Theory and Panic
Another barrier to effective treatment of panic was a lack of attention to the effect of the
parts of an individual to the whole. A bio-psycho-social-spiritual model addressed all parts. For
example, if an individual received treatment for bodily symptoms, but the person's
psychological, social, and spiritual/cultural aspects were left unaddressed, the individual
remained unbalanced. Stressors continued to compound and defeat the natural defense structure.
As cited by Karl and Holland (2015), General Systems Theory supported this in that in the same
way cells and organs formed a more extensive system of a person, that individual also formed a
larger network of family and community.
Hierarchy of Needs
Maslow’s hierarchy of needs (Taormina & Gao, 2013) was applied to the health/illness
continuum to support the significance of incomplete care for anxiety disorders. To review, at
baseline for health, all humans first needed physiological needs, safety needs, belongingness and
love, esteem, and finally, self-actualization. Illness skewed this ranked order. Safety needs
created a barrier to physiological needs (Zheng et al., 2016). Since fear was a core issue in all
anxiety disorders, safety needs had to be addressed before individuals meet their physiological
needs for optimal health. This hierarchy was an important aspect to include as all needs
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demonstrated a holistic aspect in that they were are all not purely biological (Silton et al., 2011).
Anxiety manifestations affected all parts of one’s needs throughout the system.
Stress Reactivity
A stressor was defined as anything that disrupts homeostasis (Schneiderman et al.,
2005). Disruption occurred in the biological, psychological, social, or relational (BPS) realms.
The BPS model of challenge and threat assimilates that a physiological stress response elicited
an insufficient threat response (Rith-Najarian et al., 2014). Homeostasis was maintained by a
delicate balance between the body’s regulatory nervous systems’ functions. A stress response
induced a disruption in this stability (Kim et al., 2018). These researchers also contended that
shifts from internal regulation to an external focus resulted in dysregulation.
Normal functioning of this two-way system involved the sympathetic nervous system,
which controlled the flight or fight response and the parasympathetic system that inhibited this
process. In anxiety-prone individuals, the sympathetic system dominated a stress response
(Kotianova et al., 2018). When confronted with mental stress in individuals with anxiety, greater
reactivity was present than in healthy controls (Kotianova et al., 2018). Another component of
stress reactivity was cortisol response. Anxiety-prone patients had a hypoactive cortisol response
because of overuse (Wichmann et al., 2017). Since stress reactivity was increased, it was
expected that normal cortisol production would be skewed.
Worthiness of this Study
There were multiple reasons why this study was important. First, the study provided a
group setting that automatically established a support safety net (Holbrey & Coulson, 2013).
Many individuals with anxiety disorders isolated themselves for fear of experiencing more
attacks. In addition, group therapy proved effective in utilizing cognitive behavior formats with
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anxiety (Rufer et al., 2010). Supporting systems theory, the parts of a group combined to form a
stronger whole. The anticipated shift occurred when individuals of the group changed focus to
becoming members, which brought an experiential level of awareness (Agazarian, 2012). The
homogenous members strengthened each other and provided a social network of understanding
unparalleled by outsiders. The group was viewed in part as a challenge against stagnation toward
a state of well-being (Franks et al., 2015).
Another reason that this study proved worthy of symptom reduction and increased quality
of life was because it utilized the modern platform of a social media group. The internet was an
increasingly popular tool for expanding therapy in mental disorders. Anxiety disorders were
specifically targeted in many studies with a successful treatment response rate (Al-Asadi et al.,
2014; Carlbring et al., 2010). Social media provided anonymity, low cost, comfort, and
accessibility. An internet group also enhanced motivation (Carlbring et al.). These all addressed
the barriers to effective treatment in anxiety. Study participants easily accessed the group with
instant social support and therapeutic activities from the comfort of their home or the ease of
their cell phones.
Another primary concept that supported the vitality of this study was a holistic
foundation. The study group consisted of planned activities addressing BPSS realms. It was
expected that the synergistic effect of attention to all these areas would produce the maximal
chance to achieve optimal health. The holistic emphasis was expected to strengthen homeostasis
and produce a formidable opponent to stressors. The holistic foundation superseded most
modern, unipolar treatment.
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Purpose of the Study
The presented background information on anxiety disorders and barriers to effective
symptom reduction and improved quality of life revealed gaps in the literature. Studies indicated
that a need for multifactorial treatment is evident for all types of anxiety disorders, including a
biopsychosocial approach (Novack et al., 2007). Barriers existed to implementing empirically
based practices, including cost, availability of services, and wait times (Abar et al., 2017).
Therefore, novel approaches to symptom amelioration and improved quality of life were needed.
The internet enabled social support, personal challenge, and health growth (Barak & Grohol,
2011). The purpose of this phenomenological study was to explore the experience of a group of
individuals with anxiety who are participating in a holistic, online social media group and how it
affected symptoms and quality of life.
Research Questions
This study pursued the answer to a primary question:
RQ1
How does a group of individuals with anxiety describe the lived experience of using an
online, holistic social media group?
RQ2
How does this group of individuals describe their experiences in symptom reduction?
RQ3
How does this group of individuals describe their experiences in improved quality of life?
RQ4
What would these individuals describe as the most impactful part of the group?
Methodology
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This qualitative study was formatted according to a phenomenological approach
(Moustakas, 1995). The broader concept of qualitative research supported a dynamic, inductive,
and systematic approach (Ravitch & Carl, 2016). This type of research aimed to understand how
individuals visualize and perceive experience in the world (Ravitch & Carl, 2016).
Phenomenology exemplified a branch of qualitative research. According to Creswell (2013), a
phenomenological study explored the common meaning of a group of individuals sharing a
homogenous phenomenon.
For this phenomenological study, a group of six individuals experiencing anxiety were
recruited from an ad placed on an online school email. Participants were invited to participate in
a 30-day holistic, online social media group based on a BPSS model. Informed consent was
obtained as well as medical clearance for exercise. Exclusions were some co-morbidities,
exercise restriction, and current therapy. Interviews were conducted prior to the start of the
group, at the 2-week mark, after the study.
The concept of mindfulness was the umbrella under which all the categorical activities
were structured. Mindfulness had extensively been studied for mental health (Fjorback, 2012;
Kim et al., 2013, 2016). This study targeted mindfulness specifically to a holistic approach to
wellness, specifically a 4 Wellness Model (Appendix A). Within this holistic wellness group,
four aspects were addressed. These included the concepts of walking, which treated the body;
writing, which treated the mind; worshipping, which treated the soul; and witnessing, which built
relationships. The specific activities focused on within this study group were mindful walking,
mindful writing, mindful worshiping, and witnessing in a social group.
Exercise was one endeavor that was embarked upon within the group. The concept of
mindfulness and exercise were combined into a mindful walking exercise which has been shown
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to increase the quality of life in those with stress (Teut et al., 2013). Self-reflection about the day
and the activities of the study were used as prompts for journaling. Socially, the group served as
a source of support for the participants (Burns & Machin, 2013). Spiritually, mindful worship, in
Christ-centered Present Moment Awareness, was used to connect with God. Personal
development was the goal of all these activities and utilized to secure hope (Chang et al., 2016).
Together, these activities addressed all states of man and were expected to reduce symptoms and
increase the perception of quality of life.
Making the shift from reactive to proactive in stress response and health behaviors was
vital to caring for the whole person. Since anxiety disorders fed on stress, it was necessary to
break this cycle and retrain the brain to move to action rather than reaction. This modified stress
response was proposed with a comprehensive program in a homogenous community within this
study.
Activities were chosen for the group to address BPSS needs. These included a
homogenous physical activity (mindful walking), spiritual mindfulness exercises, journaling, and
group support. The group connected daily via a private Facebook group and consisted of brief
check-ins of all members and daily activity. The rest of the activities were done in the
participants' time frame.
It was expected that interviews would yield positive results at the end of the 30 days.
Anxiety symptoms were expected to be reduced, and quality of life improved. These findings
were further supported by improved occupational or educational endeavors, interpersonal
relationships, and a subjective sense of improved well-being. Possible drawbacks included
dropouts, access problems, or lack of commitment.
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Significance of the Study
Application
Although this study addressed a small group of individuals with anxiety, it was expected
to generalize to a larger subset of the population with anxiety disorders. Since treatment
resistance was a known barrier to symptom reduction and quality of life with anxiety,
introducing a multi-modal approach was expected to bring some benefit (Chen & Tsai, 2016; Jay
et al., 2016). In addition, the use of the internet for therapy functions offered rapid dissemination
of treatment (Helen et al., 2014). Since anxiety manifested on a personal level, the impact of a
supportive community of individuals experiencing the same phenomenon could not be stressed
enough. It was hoped that the results of this study would benefit the participants with reduced
symptoms and increased quality of life.
Accessibility
As discussed previously, many barriers existed to the effective treatment of anxiety
disorders. One of these issues was accessibility to services. A hallmark of this study was to use
technology to the consumer's advantage. Internet options for treatment have been studied for
anxiety with promising results (Andrews et al., 2018; Berger et al., 2018). Mental health apps for
computers, tablets, or cellphones improved accessibility (Donker et al., 2013). Since the group in
this study was in a closed social media group, the cell phone was a convenient way to access the
application. Literature was limited on study information relevant to the use of cell phone
applications with anxiety disorder treatment. It was also extremely limited regarding the use of
social media groups for mental health treatment.

14
Accountability
One of the benefits of any group treatment was accountability. Relationships were
integral to accountability and directly impacted it (Cheatham et al., 2017). Health processes
viewed humans as vulnerable and interdependent (Herring, 2016). Technology changed the
method of relating but did not remove the human factor (Whelton, 2016). Greater success in the
treatment of mental health includds prevention modeled through accountability and technology
(Wandersman & Florin, 2003).
Anonymity
One advantage of the design of this study was that web-based applications offer a degree
of anonymity not always found in other treatments (Ashford et al., 2016). The internet offerred
both autonomy and anonymity, which eased the burden of mental health stigma (Helen et al.,
2014). Studies revealed positive feedback regarding phone and web applications if privacy was
secured (Proudfoot et al., 2010). The homogenous group also helped destigmatize any
preconceived notions of ‘treatment for mental health.’
All-Inclusive
As previously discussed, one of the barriers to effective treatment was a lack of whole
person care. This study was unique because it contributed to a wide gap in the literature
regarding whole person care for mental health. Traditional medical models took a reductionistic
approach to treating illness (Katerndahl & Oyiriaru, 2007). In contrast, a biopsychosocial
approach addressed the client as a dynamic unit in which illness and health were influenced
physiologically, psychologically, and socially (Fahlgren et al., 2015). A BPSS model, which this
study was based upon, solidified a holistic stance with a spiritual dimension.

15
Allocation
It was hoped that this study would lay the groundwork for future research of BPSS
models for anxiety and other mental health disorders. The quest for whole person treatment arose
with added attention to spiritual issues (Fahlgren et al., 2015). The epidemic of anxiety disorders
continued with at least 18.1% of the US population experiencing some form of anxiety unless
proactive intervention was applied holistically (Trzcinski, 2018; World Health Organization
[WHO], 2019). This concept was key to the unfolding of the framework for this study.
Assumptions and Limitations
Assumptions and limitations were a part of every study. Several assumptions were
inherent in this study. Humanity was viewed as complex; therefore, holistic, multi-modal
treatments were expected to treat disease states. Another assumption was that barriers were
evident to successful treatment, symptom amelioration, and increased quality of life. A third
assumption was related to humans choosing reactive or proactive responses to stress. Finally, the
desired outcome was a homeostatic balance in body, mind, soul, and relationships.
Limitations were evident within this design. There was minimal literature support for this
endeavor regarding the study group's model and design. Also, attrition was expected with the
length of the study and necessary time commitment. It was also difficult to control other
influences, such as additional therapies, medications, or undiagnosed comorbidities. It was
desired that exploring the lived experiences of these individuals would overshadow any inherent
weaknesses within the study design.
Conceptual Framework
The theoretical framework for this qualitative study lay in several conceptual genres of
holistic treatment within a BPSS model. The idea of health and illness on a continuum in

16
dynamic states of flux was key to finding maximal treatment for any disorder (Trzcinski, 2018).
The powerful effect of stress on the homeostasis of this continuum was the driving force that was
addressed and thwarted (Mineka & Oehlberg, 2008). Once this delicate balance was interrupted
by acute or chronic stress, anxiety attacks ensued, which ultimately led to the development of
anxiety disorders.
Biopsychosociospiritual health was a conceptual ethic that laid the groundwork for this
study. It was based on the empirically supported biopsychosocial model (Katerndahl & Oyiriaru,
2007). BPSS defined what was essential to the core existence of humanity. Second, it educated a
person-centered approach to dealing with stress proactively (Fahlgren et al., 2015). Third, BPSS
gave back the dignity and worth that an individual with an anxiety disorder lost along the way to
recovery (Saraga et al., 2014).
To fully comprehend the impact of a BPSS model on anxiety disorders, it was necessary
to understand the concept of a biopsychosocial model. George Engel first introduced the model
when questions arose about the range of benefits of a traditional medical model (Engel, 1980).
The essence of the foundation of this study was that a medical model was not enough to meet the
needs of a whole person. Traditional medical model approaches looked solely at the human body
as a source of all illness (Engel). The focus was solely upon the practitioner for diagnosis and
treatment recommendations with little interaction with the client (Anderson, 1995). In contrast, a
biopsychosocial model was dubbed a multi-modal approach to disease management to prevent
inadvertently de-humanizing the patient (Saraga et al., 2014). Biopsychosocial implications
addressed quality of life issues such as lifestyle, roles, and identity (Cox et al., 2017).
This model addressed the whole-person's needs, including the body and psychosocial
aspects. Although all medicine had scientific underpinnings, humanness was not removed from
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that equation (Karl & Holland, 2015). This signified the need for a more comprehensive
approach than a traditional medical model. In addition, a biopsychosocial model integrated the
biological aspects of disease states with psychological precepts and socio-cultural backgrounds
(Brooks & McHenry, 2015). It also incorporated developmental and contextual factors (Becker
et al., 2015).
Examples of utilizing a biopsychosocial model in biological medicine were evident. For
example, in a study of patients with epilepsy, a biopsychosocial model application resulted in
more significant gains in insight for quality of life issues than a traditional medical approach
(Elliott & Richardson, 2014). Self-reflection is knowledge that significantly impacted a patient’s
life that may have been overlooked otherwise. Another study demonstrated the wide range of
biopsychosocial needs apparent with a medical diagnosis when cancer patients were surveyed
(Dawson et al., 2018). This showed the gaps in the traditional model in treating the whole
person. Literature regarding BPSS models for psychological disorders was extremely limited. It
was expected that this study would contribute to that gap.
The Integrated Model of Treatment for Holistic Health / 4 Wellness Model (Appendix B)
encompassed the conceptualization of this study. The individual was in constant dynamic flux
within a holistic state of body, mind, soul, and relationships. Stress was a constant influence on
the hemodynamic state of balance with the human system. The direction of the continuum was
heavily influenced by either a reactive choice or a proactive choice. Each aspect of the holistic
social media group addressed the whole person's BPSS needs. It was expected to transition the
individual from a reactive state (anxiety) to a proactive state of self-care toward the health
continuum.
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Summary
This introductory chapter presented a summary of the problem of anxiety disorders with
residual symptoms and decreased quality of life. It presented barriers to achieving symptom
remission. It also addressed the gaps in the literature for whole-person care for mental health but
introduced a novel idea in the treatment of anxiety. A qualitative design with a
phenomenological approach was chosen to best explore the data from this shared phenomenon as
lived experiences. A nursing foundation and counseling background formed a major interest in
the conceptual ethic of BPSS health. A BPSS holistic health model was presented within the
methodological design to move the individual toward the health continuum. Research questions
and study purposes were also addressed.
The remaining chapters discussed the following points. The second chapter detailed a
literature review of the background problem, barriers, and proposed alternatives to whole-person
care. Empirical data for BPS models was presented along with noted gaps in the literature for the
BPSS models. The research design was the focus of the third chapter. Findings were processed in
chapter four, with conclusions discussed in the final chapter.
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CHAPTER TWO – LITERATURE REVIEW
It was necessary to complete a thorough review and analysis of the current and past
literature regarding holistic treatment of anxiety disorders to broaden knowledge and provide
value for this study. Due to the phenomenological nature of this study, this encompassed a
substantial inquiry into the depth of literature relating to factors that the lived influence
experience of individuals with anxiety. Synthesis of the literature regarding anxiety etiology and
treatment, the context of the holistic concept of health, the role of stress, barriers to symptom
resolution and quality of life, support for internet-based intervention, and support for qualitative,
phenomenological methodology was conducted.
This literature review referenced the above topics regarding comparison and contrast
between study findings. Essential concepts were defined with a literature synthesis, and inherent
gaps were addressed. The rationale for the conceptual framework and potential themes from the
literature were presented. In addition, support for the research methodologies was provided.
Before beginning the synthesis of information, the search strategies for the literature were
presented.
Verbiage from multiple sources was utilized to investigate the scope of data for
individuals living with anxiety. Online databases were used, primarily EBSCO, Proquest, Google
Scholar, and Web of Science. Boolean operators such as AND, OR, and BUT were used with
keywords. For example, (Treatment) AND (anxiety), (Anxiety) AND (stress), (Anxiety) and
(Treatment OR online), (Anxiety) and (Holistic); (Anxiety) and (Biopsychosocial). Although a
plethora of data was obtained for most keywords, studies were narrowed to reflect the purpose of
the study most closely.
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It was noted throughout the search process that a BPSS model lacked in the treatment of
anxiety disorders. Biopsychosocial models were apparent with primarily anxiety disorders. The
spiritual component was often not integrated. In addition, although stress was accounted for in
etiology, it was not considered in most treatments. The use of telehealth had much coverage in
the literature, but the specific use of social media groups lacked. Individual case studies existed
regarding specific treatments and nuances of panic disorder, but a phenomenological approach of
a group of individuals with anxiety disorders in a social media group was not found. It was
hoped that this study filled in these gaps.
Concept of Holistic Health
A delicate balance lay in the continuum between health and illness. Health maintained
itself as a multi-dimensional state of being with a homeostatic state of all realms of existence.
Body, mind, and spirit existed synergistically in a rhythm with the surrounding environment.
Illness occurred when a stressor disrupted the homeostatic state. Stress was be physical,
psychological, social, or spiritual. According to systems theory, what impacted one realm of an
individual also impacted the others.
Health was a significant human need (Seyedfatemi et al., 2014). The literature presented
dueling viewpoints regarding the concept of health as a dynamic force versus a static state.
Several writers referred to the World Health Organization (WHO) definition of health as
outdated – specifically about the use of “state” and “not merely the absence of disease” (Costello
et al., 2009; Frenk & Gomez-Dantes, 2014; Hunter & Reddy, 2013). The argument was that
“state” infers a static point that is a given and not changeable. The question arose if the
preconceived notion of unchangeable circumstances contributed to this country's apathy and
passiveness regarding health behaviors. A domino effect of this occurred in the individual. It
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elicited a passive mentality that nothing can be done to change a set of health circumstances
(Apostu, 2013; Donnelley, 2018).
Most of the literature supported the stance of this study that health was a dynamic entity
(Apostu, 2013; Donnelley, 2018; Frenk & Gomez-Dantes, 2014; Hunter & Reddy, 2013; King et
al., 2013). In addition, a theme of adaptability emerged from the data (Costello et al., 2009;
Meier-Abt, 2014). Our bodies were inherently designed to withstand a lifetime of use in an everchanging environment. The concept of adaptability within health gave hope to sufferers of
biological, psychological, and spiritual disease states. If health was adaptable and a goal state to
be achieved, it was necessary to understand health.
Surprisingly, the conceptualization of health was more elusive than thought, not only
between patients but providers as well. Individuals thought of and talked of health in a broad
sense but may not have fully understood the specific connotations of what that means. In a study
by Hunter and Reddy (2013), extensive interviews were conducted with providers and patients to
assess their health ideas. Most patients associated health with energy, vitality, and happiness;
whereas, providers associated an absence of disease. Both referenced a holistic focus with a
vague emphasis on spirituality. Although this aspect was essential to patients, they could not
establish exactly how it fit into the picture of health. Finally, maintenance of health was
advocated with a focus on resilience and coping. These findings simulated the craving for a
holistic approach to health.
The strive for holism gradually evolved since the break from the traditional biological
models of health by pioneers such as Engel, Dunn, and Hetler (Hunter & Reddy, 2013). Whole
person care considered human nature's complexities, including biological and thought processes,
spiritual awareness, and relationships. Health dimensions were integrated into a functional
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whole, and maintenance of good health resulted from a balance between them (Apostu, 2013).
Health care practitioners understood that individuals required more than just biological attention.
The mental state was acknowledged to impact physical health and vice versa directly. In
addition, the impacts of health in the social realm, such as occupational, interpersonal, and
financial, also became more apparent. The piece lacking in most models of care in the literature
was spirituality.
This theme throughout this literature review revealed a need for a complete treatment
model. A BPSS model addressed all realms of an individual, potentially providing maximum
support to an individual's health status. A plethora of literature proposed a BPS model for
effective treatment (Buckner et al., 2013; Carlson & Tamm, 2000; Carpenter et al., 2018; Frankel
et al., 2003; Hantsoo & Epperson, 2017; Krasen, 2018). If a BPS model provided adequate
treatment of altered health states, then the proposed benefits of this study would be weakened.
Myriads of individuals were not at maximum health. Instead, they were in another area on the
health continuum: illness.
Concept of Illness
According to the WHO, health was “not merely the absence of disease” (Frenk &
Gomez-Dantes, 2014, p. 1). Therefore, it was assumed that illness was the presence of disease.
Conceptualization of illness was not as apparent in the literature as in health. A prevailing theme
was the mainstream focus on chronic biological illness (Hendrix et al., 2015). The failure to
recognize holistic connotations, such as mental, spiritual, and social aspects of illness, seemed to
fall upon the provider's responsibility. Authors agreed that this was a prevalent issue, especially
in primary care, which provides the majority of patient care treatment (Apostu, 2013; Garcia et
al., 2014; Hendrix et al., 2015; Stuber et al., 2014).
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If providers adhered to a holistic treatment model, their awareness of the far-reaching
implications of chronic biological illness may have been recognized. BPSS literature agreed that
illness could affect all domains (Donnelley, 2018; Fahlgren et al., 2015; Katerndahl & Oyiriaru,
2007; Rua et al., 2017). For example, several studies linked physical and mental health very
closely (Garcia et al., 2014; Hendrix et al., 2015; Rua et al.; Stuber et al., 2014). Social function
was also found impaired with a disease state. Zhang et al. (2018) conducted a concept analysis
on the impact of family functioning concerning a chronic illness. Factors such as interpersonal
relations, roles, coping, and adjusting ability were impaired with a member’s illness. In the same
way, spiritual health was impacted by illness. According to Khorashadizadeh (2016), one of the
most important implications for spiritual health was the ability of the individual to define illness.
If a provider never addressed this, the individual was unaware of proceeding.
Like various conceptions of illness, the cause of illness also had different theories. For
this literature review, theories relative to the subject of mental illness were discussed. Three of
the top theories in the literature were genetic/environmental, personal responsibility, and stress.
Genetics and environment were inextricably linked in the literature for mental disorders
(Goodyer, 2015; Ogorchukwu et al., 2016; Uher, 2009). Most of the studies presented used
identical and fraternal twins to demonstrate genetic links (Goodyer, 2015; Jarnecke & South,
2014; Uher, 2009). In addition, environmental aspects were analyzed in accordance with parental
relationships and developmental factors (Goodyer, 2015).
Studies also showed that paternal influences could influence genetic vulnerabilities more
than maternal ones (Goodyer, 2015; Jarnecke & South, 2014). The diathesis-stress model was
found throughout the literature o explain this connection more comprehensively. Diathesis stress
models stated that gene variants possessed a latent vulnerability factor that reacted with
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environmental stress, influencing negative outcomes for mental health (Goodyer; Jarnecke &
South). This model was linked to mental disorders such as depression, schizophrenia, psychosis,
and anxiety (Chang et al., 2016; Valli et al., 2021). A common theme throughout the literature
regarding this model and its role in mental disorders was proactivity and reactivity in personal
responsibility.
Heredity and certain environmental factors, such as childhood residence, the family of
origin, and history, also were shown to interplay with health and illness. These factors provided
the individual with limited control. Personal responsibility provided a locus of control for the
individual along the health continuum. Personal responsibility related to positive health and
hygiene practices included exercise, nutrition, and abstinence from tobacco and alcohol. These
were proactive choices. When personal responsibility declined, resistance to outside stressors
weakened (Adamo, 2017; Apostu, 2013; Hein et al., 2015; Hunter & Reddy, 2013). A reactive
state occurred in that individual. Stress from the environment or lack of personal responsibility
fueled this reactive state, cascading into negative effects throughout the body and mind (Booij et
al., 2018). These negative effects translated to illness (Trzcinski, 2018).
As mentioned previously, homeostasis was adversely affected when a stressor affected
the HPA axis (Abelson et al., 2007; Petrowski et al., 2010; Sartori et al., 2012). As the diathesisstress model predicted vulnerability, a transactional stress model showed longitudinal effects of
stress coupled with genetic/environmental vulnerability (Goodyer, 2015). This deregulatory
process was suspect with certain anxiety disorders (Abelson et al., 2007; Petrowski et al., 2010).
Anxiety patients demonstrated hypersensitivity to the effects of stress on the HPA axis
(Petrowski et al., 2010). The desire for increased proactivity to stress response and decreased
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reactivity to reach a better state of health occurred. A closer look was needed at the concept of
stress itself to accomplish.
Concept of Stress
The focus of this proposed study included the effect of stress on mental health; therefore,
a closer look into this perspective was necessary. The literature was consistent with the idea that
continuous chronic stress was strongly linked to physical, emotional, and mental disorders
(Conway et al., 2016; Esler, 2017; Fernandes & Osorio, 2015; James et al., 2017; Kim et al.,
2018; Kotianova et al., 2018; Wichmann et al., 2017; Zorn et al., 2017). Physically, acute and
chronic stress affects heart rate, blood pressure, cortisol, insulin, and weight (Abar et al., 2017;
Li et al., 2016; Smith et al., 2015; Zorn et al., 2017). These physical attributes were inexplicably
linked to mental and emotional states. For example, continuous high cortisol levels produced
anxiety, and obesity contributed to depression (Chao et al., 2017).
An interesting theme noted in the literature regarding stress was the concept of
benevolent chaos. A chaotic state ultimately produced an effect better than the original (Apostu,
2013; Laycraft, 2009; Lehrer & Eddie, 2013; Pascale et al., 1999). Khorashadizadeh (2016)
wrote that one of the most essential functions of a human is to find meaning in life. If stress
produced illness, and illness produced chaos, but chaos produced growth, what then was gained
in that experience on the health continuum?
Mentally, stress neuroticized worry, anxiety, depression, and faulty thinking (Lenze et
al., 2014). It triggered the stress response into flight or fight mode, which is necessary for real,
inherent danger. The stress response was triggered for no apparent reason with no tangible threat,
which created a chaotic state in the individual. This resulted in uncomfortable somatic
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symptoms, sometimes to the point of feeling panic (Kotianova et al., 2018). Once these
unprovoked attacks occur regularly, the foundation is laid for developing an anxiety disorder.
Anxiety
The literature review laid a foundation for the development of anxiety. Genetics, stressrelated models and conditioned responses were the prevailing etiologies throughout the literature
(Cameron et al., 2018; Gorman et al., 2000; Kotianova et al., 2018; Musazzi et al., 2018;
O'Reilly, 2004). A combination of inherent factors with controllable features was the result. An
individual may have been born with specific genetic traits but control diet, exercise, and stress
were controlled. A strong neurobiological focus was also evident to explain the process (AlHaddad et al., 2001; Furtado & Katzman, 2015; Gorman et al., 2000). The irony of the anxiety
was that normal bodily reactions occurred but at the wrong time.
According to Gorman et al. (2000), one of the most cited articles on anxiety, conditioned
fear was the culprit for some types of anxiety. According to this theory, the body utilized an
entire pathway for real or conditioned fear responses. For example, anxiety creating panic simply
triggered this cascade effect at the wrong time for no apparent reason. The amygdala began the
pathway by the receipt of a stimulus response which ultimately assisted with autonomic and
behavioral responses. The amygdala was considered part of a primitive brain which triggered a
purely emotional response. From the amygdala, autonomic processes were targeted, such as heart
rate, respiration, blood pressure, and neurotransmitter release (Gorman et al., 2000). This theory
also surmised that there might be a deficit in neurocognitive processing which misinterpreted
bodily symptoms as catastrophic.
These theories accounted for most of the biological basis for anxiety as presented in the
literature. Because anxiety presented as multi-faceted, it was necessary to look at the
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psychological effects. Adrenalin was elevated during an anxiety attack, making thought
processes and concentration poor. Many individuals had an unrealistic fear of death or going
crazy as part of the sequelae of anxiety. After a course of prolonged anxiety, it was common for
depression or other co-morbidities to set in as well as spiritual apathy (Batinic et al., 2017;
Cavicchioli et al., 2018; Keating et al., 2013). Data also showed a strong correlation with rising
rates of panic disorder and suicide, with the most prevalent rates including an agoraphobia
component (de la Vega et al., 2018; Kanwar et al., 2013; Liaugaudaite et al., 2017; Nam et al.,
2016; Rapaport et al., 2005). These individuals proved the most difficult to treat since traditional
therapy is not an option due to fear of leaving home (Di Benedetto et al., 2014).
Stress
The literature showed a higher predominance of women with anxiety disorders (Kim et
al., 2018). It was discovered that there was a high correlation of studies that attribute hormonal
influences on anxiety and panic in women (Haigh et al., 2018; Li & Graham, 2017; Mattson &
Ekselius, 2002). Monthly hormonal changes contributed to more significant symptomatology in
women with anxiety and other stress-related disorders (Haigh et al., Li & Graham; Esmaeelzadeh
et al., 2018). Women expected hormonal fluctuations and had choice to exert some control if
they were cognitively aware of changes occurring (Jamieson et al., 2012). Recommendations in
the literature included education about the hormonal influence on symptoms (Jamieson et al.,
2012).
Modern expectations were noted for women to be multi-taskers while minimizing their
own needs. Women were also in the workplace and still expected to care for families (Duxbury
et al., 2018; West et al., 2014). The roles were flipped for men as well. Anxiety disrupted this
lifestyle and caused substantial loss of occupation, relationships, and self-esteem (Barbaglia et

28
al., 2015; Mehtap et al., 2015; Perrone et al., 2019). It was common for quality of life to decrease
as symptoms went unabated (Altintaş & Taşkintuna, 2015; Di Giovanni et al., 2015). With
targeted, multi-faceted treatment, symptom relief and improved quality of life were possible. The
problem was that many individuals did not demonstrate help-seeking behaviors with anxiety
disorders (Roness et al., 2004). Therefore, they remained undiagnosed with persevering
symptoms resulting in a poorer quality of life.
Barriers to Treatment
The literature presented multiple barriers to the treatment of anxiety disorders in general.
Common themes included accessibility of care, anonymity, lack of dissemination of evidencebased treatment, cost, quality of life, treatment resistance, and overall fragmented care. Mental
health enveloped a stigma that permeated throughout an individual’s entire concept of treatment
(Borelius et al., 2014; Patterson & Van Ameringen, 2016). The imposed stigma affected the
attainment of effective treatment in many aspects. In turn, this affected the individual
biologically, psychologically, socially, and spiritually.
Physical Barriers
To further understand the interaction of stigma and barriers to treatment, findings from
this review were discussed in terms of a physical sense. Regarding the accessibility of care, the
literature demonstrated that a significant portion of individuals with anxiety disorders,
particularly panic disorder with an agoraphobic component, had decreased accessibility to
treatment (Titov et al., 2010). This implied simply geographic location or lack of resources for
access to proper care in a physical sense. For example, several studies discussed the impact of
rural areas with access (Nair et al., 2013; Weaver & Himle, 2017). Distance from treatment was
indirectly impacted by lack of resources such as vehicle or gas money. The embarrassment of
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requesting a friend or neighbor for transportation for a mental health appointment was also a real
problem.
Another tangible barrier was that of financial resources. Untreated or malingering anxiety
disorders proved very costly to taxpayers and the healthcare system (Andrade et al., 2014; Baxter
et al., 2014; Price et al., 2014). One of the common themes found in the literature was the use of
emergency rooms for care rather than primary care physicians (Murphy et al., 2016; RodriguezSeijas et al., 2019). Higher charges and unpaid healthcare bills resulted.
Mental Barriers
In the same way, a person’s mental state impeded accessibility. Individuals with anxiety
already had a heightened sense of pretense which escalated with merely a discussion of
symptoms with the provider (Patterson & Van Ameringen, 2016; Roemer et al., 2008; Waltz et
al., 2014;). Verbal completion of cognitive therapy was also more difficult for some anxiety
disorder patients (Morris, 2014). The acknowledgment of these difficulties prevented patients
from obtaining or maintaining effective treatment, which resulted in lingering symptoms and
poorer reported quality of life. These factors contributed to treatment resistance.
The literature was rich with studies that discussed treatment resistance with anxiety and
panic disorders. According to a recent meta-analysis, 40-60% of anxiety patients had residual
symptoms despite treatment (Patterson & Van Ameringen, 2016). Perhaps, a combination of all
the variables contributed to this resistance. The literature was vague about the etiology of the
resistance but offered hypotheses. One of these was the use of pharmacologic agents for anxiety.
Medications were often used to augment cognitive therapies. Patients usually stop taking them
due to untoward side effects and length of time for the treatment effect (Mogg & Bradley, 2016;
Patterson & Van Ameringen, 2016). Another theme noticed in the literature was unawareness of
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an anxiety disorder by either the individual or clinician (Baldwin et al., 2014; Helen et al., 2014).
Finally, the data suggested that some anxiety patients required a different type of psychotherapy
other than empirically based cognitive-behavioral therapy (Campbell-Sills et al., 2016; Gloster et
al., 2017; Marker & Norton, 2018). A final common theme in treatment resistance of anxiety
disorders was fear (Rowa et al., 2014).
Social Barriers
Another treatment barrier the literature discussed involved the social spectrum. This
primarily focused on fragmented care and a lack of dissemination of evidence-based care.
Fragmented care resulted from a lack of continuity of care with primary care or psychiatric care
and increased, sporadic use of emergency rooms for treatment (Biringer et al., 2017; Hoertel et
al., 2013). Misdiagnosis was often a product of fragmented care (Metzler et al., 2016; Olariu et
al., 2015). Traditional medicine was used as a foundation with increased prescriptions and a lack
of psychotherapy (Benich et al., 2016; Muskens et al., 2013; Wong et al., 2017). Combined with
a lack of effective, evidence-based practice and maintenance care (emergency room), these
practices produced fragmented care, impeding effective treatment.
As mentioned previously, the stigma of mental illness prevented patients from involving
others in their care coordination (Hopkins & Shook, 2017; Ociskova et al., 2015, 2018). Most of
this literature implied an internalized stigma rather than an external one. Like Beck’s cognitive
triad in depression (Wang et al., 2013), individuals with anxiety and panic created a selfperception that was noticeably different from others (Livingston & Boyd, 2010; Ociskova et al.,
2018; Pedersen & Paves, 2014; Stanley et al., 2018). In essence, one of the keys to successful
treatment was removing this stigma. In addition to physical, mental, and social barriers to
accessibility, spirituality also influenced the stigma of mental illness.
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Spiritual Barriers
Spirituality implied different meanings. Relative to this discussion, the literature on
spirituality focused on hope and motivation and their influence on accessibility. Studies implied
that decreased hope in individuals with anxiety disorders could impact attempts to access care
(Ociskova et al., 2015; Thibodeau & Peterson, 2018). With depression being common
comorbidity of anxiety, hopelessness was expected in these individuals, which indirectly affected
accessibility to care. Motivation was another aspect that interacted with stigma and accessibility
to care. Studies showed that decreased motivation and treatment drop out prevented individuals
from performing health-seeking behaviors (Melville et al., 2010; Proudfoot et al., 2013).
Another core element of spirituality was quality of life. A plethora of studies was readily
available in the literature regarding the concept of quality of life with anxiety and panic disorders
(Carta et al., 2015; Hoffmann et al., 2014; IsHak et al., 2014; Kang et al., 2014; Oei &
McAlinden, 2014; Primiano et al., 2014). Primary reasons for the poor quality of life discussed
were extenuating symptoms, disrupted lifestyles, broken relationships, family turmoil, and
comorbidities. Decreased quality of life was a barrier to treatment in that it embodied depression
and hopelessness, which decreased motivation for treatment (Dickson et al., 2018; Servidio et al.,
2018). To holistically impact these barriers to treatment, a comprehensive treatment approach
needed to be utilized with anxiety and panic disorders.
Biopsychosocial Model (BPS Model)
One example of a more comprehensive approach to treatment found in the literature was
the Biopsychosocial (BPS) model. This model developed primarily from the philosophy that the
traditional medical model did not treat all patients sufficiently (Engel, 1980; Fava & Sonino,
2017; Plakun, 2018; Wade & Halligan, 2017). George Engel is deemed the founding father of the
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BPS model, and it continued to evolve since (Henningsen, 2018; Searight, 2015). The primary
catalyst which drove this model development was that medicine models could not effectively
diagnose or thoroughly explain psychiatric disorders (Covan, 2018; Wade & Halligan, 2017).
Several themes were found in the literature regarding this model; it was necessary first to discuss
the traditional medical model.
A medical model denoted a traditional approach to treatment. Its primary, reductionist
focus was treating the body with interventions targeted to the body, like medications (Fava &
Sonino, 2017; Plakun, 2018). It was the most widely used treatment model in medicine (Plakun,
2018). Since the biological realm was the only aspect of an individual addressed, the
psychological, social, and spiritual realms were left unattended. This resulted in incomplete and
segregated care (Covan, 2018).
The literature discussed three main themes in the weakness of the traditional medical
model. The first was that the traditional medical model failed to address emotional and relational
issues. Again, these were essential aspects of an individual linked to various mental disease
states; therefore, they needed to be adequately addressed. Most biological disease states were
integrated with emotional and relational issues, so utilizing a more encompassing model was
justified (Cicchetti & Cohen, 2006; Wade & Halligan, 2017). Another theme found in the
literature was that other causes of illness were evident aside from pure genetics. This referred to
the environment, personality features, and lifestyle (Rith-Najarian et al., 2014; Rodriguez et al.,
2016; Smith et al., 2015; Sutton & Austin, 2015).
A third theme found was that medicine was not the only option for treatment. Many
studies were evident for the use of biopsychosocial approaches in treatment. The concept of
exercise to decrease the risk of physical disease and alleviate depression and anxiety was widely
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circulated in the literature (Puterman et al., 2017; Sims-Gould et al., 2017; Yun et al., 2019). The
use of tai chi and yoga for mental calming was also readily discussed (Bolton et al., 2018; Wang
et al., 2013). Social aspects, such as mentorship and group support, demonstrated positive
connections with health and wellness (Behenck et al., 2016). Spiritual practices, such as prayer
and meditation, effectively targeted physical and mental disease processes (Gaiswinkler &
Unterrainer, 2016; Masters & Spielmans, 2007; Victorson et al., 2014). The data demonstrated
that an effective treatment model for all disease states was necessary to accommodate the totality
and complexity of humanity.
One of the literature's predominant areas in using a BPS model was psychiatry (Gask,
2018; Plakun, 2018). This discipline was unique because disease states could not be readily
explained by genetics or biological processes. Most mental illnesses had some component
relative to early trauma, maladaptive relationships or coping, and individual personality or
emotional traits (Goodyer, 2015; Uher, 2009). The BPS model encompassed the psychological
and social aspects to compensate for other etiologies.
Another common element in the discussion was the resistance to using this model.
Initially, the popularity of a novel treatment overtook the healthcare community. In recent
decades, the use of the BPS model appeared to be declining (Plakun, 2018; Wade & Halligan,
2017). The literature suggested that possibly a biopsychosocial perspective was from the
traditional medical school education (Shi et al., 2018; Wade & Halligan, 2017). The onslaught of
nurse practitioners to the healthcare field produced practitioners with a more holistic mindset and
approach to treatment (Eriksson et al., 2018; Theophilus et al., 2015). Despite resistance from
some in the medical community, specific populations inherently benefitted from using a BPS
model. Three primary focus areas for the BPS model were evident in the literature, including
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biological and psychological disease states. These are issues with chronic illness, chronic pain,
and co-morbidities. All these areas illuminated processes that occurred for a large portion of the
life continuum, affected family and relational processes, and involved more than one aspect of
the body or mind (Bolton et al., 2018; Bursch, 2016;).
As noted previously, some studies acknowledged spiritual practices that benefitted
overall health. The BPS model failed to acknowledge a spiritual dimension. Biological,
psychological, social, and spiritual aspects must all be addressed (Koenig, 2014). A BPSS model
was needed for this purpose. The data overwhelmingly lacked support for a treatment model
such as this, especially for medical conditions. If the interrelated body is truly capable of
homeostatic regulation and healing (Fahlgren et al., 2015), then a search was necessary to find a
model adequately equipped to combat stress and treat the whole person.
Bio-psycho-socio-spiritual Model (BPSS)
The bio-psycho-socio-spiritual model addressed an individual in his or her totality. It
encompassed the physical, mental, and social aspects of the BPS Model but added the spiritual
element. It operated along the line of thought of systems theory, in that all parts were interrelated
and affected the whole. The issue with this model was the lack of literature support. Minimal
studies were available which demonstrated the BPSS model in practice (Fahlgren et al., 2015;
Katerndahl & Oyiriaru, 2007).
Several studies discussed a BPSS model about physical health. Fahlgren et al. (2015)
discussed this from an osteopathic medicine view. This study looked at personality and
temperament regarding health and illness. In lieu of passive healthcare, it suggested empowering
the individual in a person-centered vs. patient-centered approach to allow for the spiritual aspects
in treatment. This completed whole person care with the goal of this osteopathic model being to
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reach a state of self-transcendence to achieve high levels of resilience (Fahlgren et al., 2015).
Another study showed the positive effects of the BPSS model utilized in primary care (Katerndahl
& Oyiriaru, 2007). The purpose of this study was to formulate a holistic assessment tool to help
primary care providers visualize symptoms from all dimensions of an individual. This, in turn,
provided complete treatment.
Results showed that all aspects of a person were affected when perceived health status was
impaired Katerndahl and Oyiriaru (2007) took this a step further, as they implemented the
assessment tool in primary care to analyze healthcare use and life satisfaction. One of the results
was that high utilization of health services was combined with a poorer quality of life and signified
spiritual issues. An individual sensed discord within their system but could not define it. The
logical path was to see a primary care physician. This non-linear approach to address all symptoms
and aspects of a person was recommended (Katerndahl & Oyiriaru, 2007). Beerbower et al. (2018)
implemented one of several studies to address the use of a whole person approach with lifethreatening illnesses. The end of life deserved an existential view; however, how essential was
addressing these issues while the individual was in the prime of life?
Some studies discussed using a BPSS approach in assessment and treatment planning
(Beerbower et al., 2018; Garland, 2018). Most literature support was recent within the last few
years. The available literature demonstrated the need for a complete treatment model for physical
health. Mental health was also in vital need of this. In contrast to the BPS model, much of BPSS
literature support was equally related to physical health and mental health (Beerbower et al., 2018;
Brooks & McHenry, 2015; Garland, 2018; Katerndahl & Oyiriaru, 2007). Some form of aerobic
exercise was empirically proven to increase mental health and improve symptoms with anxiety
disorders (Stathopoulou et al., 2006). Mindfulness was another tool that effectively kept panic
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sufferers in the here and now to combat maladaptive thinking patterns (Cavanaugh et al., 2013;
Spijkerman et al., 2016).
Another theme revealed in the data regarding the relationship between physical and
mental health was using the whole person model for addiction treatment (Brooks & McHenry,
2015; Dermatis & Galanter, 2016; Garland, 2018; Tonigan et al., 2013; Wilcox et al., 2015).
Although not blatantly defined as BPSS, the addition of and focus on the spiritual realm of an
individual in the above studies was quite apparent. For example, most 12 Step Programs
emphasized a spiritual component (Brooks & McHenry, 2015; Tonigan et al., 2013; Wilcox et
al., 2015). Garland’s study (2018) used a mindfulness approach to find meaning and fulfillment
without drugs. Again, the focus turned to the person instead of just the symptoms (Garland,
2018). This reiterated the essence of whole person care. The pattern of spirituality giving
meaning and purpose was evident in multiple studies (Balboni et al., 2014; Dermatis & Galanter,
2016; Garland, 2018; Tonigan et al., 2013). Also, spiritual growth was a mechanism of change
with increased abstinence and prolonged maintenance of recovery (Tonigan et al., 2013; Wilcox
et al., 2015). In substance abuse disorders with co-morbidity, spiritual practices, such as prayer
and meditation, improved mood and decreased depression (Wilcox et al., 2015).
If the implementation of spirituality in the treatment of physical illness and substance
abuse was demonstrated to have positive effects, then it made sense to utilize it in the treatment
of other mental disorders, such as anxiety. Even though the direct language of the BPSS model
was relatively void in the literature, there was much discussion about spiritual issues and illness
(Fombuena et al., 2016; Harris et al., 2015; Jones et al., 2018; Katerndahl & Oyiriaru, 2007;
Oxhandler et al., 2018). These studies ranged from youth to palliative care use, which
demonstrated the transcendental properties of a BPSS model. A revision of the BPS model was
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necessary due to the impact of beliefs on health symptoms, coping, and resilience (Fahlgren et
al., 2015; Katerndahl & Oyiriaru, 2007). Traditional medical views cued spirituality as a nonessential aspect of care. Health care professionals possessed a moral obligation to acknowledge
spirituality and include it in treatment (Wilcox et al., 2015). One of the primary functions of
spirituality found in the literature was coping (Bishop, 2009; Brown et al., 2013; Harris et al.,
2015).
Positive emotions used in coping were linked to one’s values and beliefs, and these
beliefs were usually determined by spiritual beliefs (Harris et al., 2015). Bishop (2009) talked of
essential aspects of spiritual beliefs to promote positive interpretations of negative medical
situations. Individuals with higher reported levels of spiritual well-being were better equipped
emotionally to handle anxiety-producing situations and had a lower amount of mental health
concerns (Brown et al., 2013; Tonigan et al., 2013). The fact that there was much interest in the
spiritual aspect of an individual foreshadowed the necessity of adding to the BPS model. It was
the hope that this study would fill in a portion of the gap in the literature to complete a BPSS
model, particularly for the treatment of anxiety disorders.
Use of Technology
This study proposed a unique platform to host a BPSS model to address the barriers to
effective treatment. The literature defined telehealth as health care information delivered via
media sources such as email, web, videoconference, or telephone (Durland et al., 2014).
Healthcare users perused the internet to seek health information and find support (Durland et al.,
2014; Firth et al., 2017; Kalckreuth et al., 2014). It was designed to counteract the barriers of
accessibility, resistance, disease manifestations (avoidance of crowded places), anonymity, and
affordability (Durland et al., 2014). Telehealth used psychoeducation, support, and therapy as
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treatment modalities (Comer et al., 2014; Orman et al., 2014). Two modalities were used in
telehealth: stand-alone, which included material but no therapist interaction or technologyassisted, which had some degree of interface with a therapist (Anton & Jones, 2017; Comer et
al., 2014; Orman et al., 2014). The presence of a therapist, to some degree, resulted in better
outcomes (Anton & Jones, 2017; Durland et al., 2014).
The literature supplied data that demonstrated the overwhelming use of the internet for
information-seeking of both physical and mental disorders (Borgueta et al., 2018; Firth et al.,
2017; Kalckreuth et al., 2014). In the same way, plentiful literature was available on the use of
telehealth. Most of the literature used to support this study were meta-analyses of those
numerous studies. Analyses showed that telehealth was more effective than waitlist or treatment
as usual and that it was as effective as face to face therapies for multiple mental disorders (Anton
& Jones, 2017; Borgueta et al., 2018; Comer et al., 2014; Durland et al., 2014; Orman et al.,
2014). A wide array of disorders was present in the literature, with anxiety as either an integral
component or comorbidity (Anderson et al., 2017; Charova et al., 2015; Comer et al., 2014). This
gave weight to this proposal as to the potential effectiveness of the intervention.
The use of an internet-based social media group supported a relational view of persons.
Man was created to be in union with others, demonstrating vulnerability, interdependence, and
compassion (Herring, 2016). The technology presented an ironic conundrum. It connected
individuals through unique bonding experiences yet challenged the notion of remembering that
humanity had intimacy needs (Whelton, 2016). Social support, increased motivation, personal
growth, and a common comradery were all benefits of utilizing a group format. The bonus of
utilizing an online format promoted accessibility, cost, and accountability (Rogers et al., 2017).
A larger systems format in which all members individually participated contributed to the whole
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group's success. In addition, all domains of personhood were addressed, including biological,
psychological, relational, and spiritual. It was desired that novel treatment and attention to
whole-person care created an improved lifestyle for people living with panic disorder.
Specifically, quality of life and symptom improvement or abatement were primary effects
of telehealth utilization (Anderson et al., 2017; Charova et al., 2015; Comer et al., 2014; Durland
et al., 2014; Firth et al., 2017). A therapeutic alliance was preserved during telehealth (Durland et
al., 2014). In most of the studies discussed in the meta-analyses, effect sizes were moderate to
large (Anderson et al., 2017; Anton & Jones, 2017; Firth et al., 2017). The literature presented
specific concerns with telehealth, including confidentiality, adherence, logistic issues, the
technological experience of users, risks of patient distress, and third party reimbursement (Anton
& Jones, 2017; Borgueta et al., 2018; Comer et al., 2014; Orman et al., 2014). Therefore, this
study needed to look at the more specific use of telehealth.
Social media used many platforms to launch information. These included websites,
support groups, social pages (Facebook, Twitter), and chat rooms. As the topic narrowed, less
information was readily available. For example, limited recent data was available for
smartphones in healthcare treatment (Firth et al., 2017). Since many Americans use a
smartphone, it made sense to incorporate this as a tool in telehealth (Firth et al., 2017; Ivanova et
al., 2018). Large effect sizes were documented for the use of smartphone apps for anxiety and
other mental health disorders (Firth et al., 2017).
Studies were virtually non-existent for the use of closed Facebook groups for healthcare
support. One study was found for members of a Facebook group for bariatric surgery patients,
which showed favorable recovery outcomes (Koball et al., 2017). Articles were available that
investigated how the groups provoked anxiety but did not support anxiety (Campisi et al., 2017).

40
This indicated a gap in the literature. The literature discussed other forms of internet support
groups (Geramita et al., 2018; Griffiths et al., 2012; Martin et al., 2017). These proved successful
for both mental and physical conditions. It was hypothesized that internet group support could
also be successfully applied to anxiety treatment.
Support for Methodology
Studies of whole person care for mental health were minimal. Literature regarding the use
of various technologies for treating mental illness was evident. The specific use of social media
groups as a platform for this treatment method was essentially non-existent. Many of the
presented studies for the BPS/BPSS model employed quantitative studies or systematic reviews.
This study offered the advantages of utilizing a qualitative design to holistically fabricate a
meaningful strategy to treat a complex disorder. A qualitative platform allowed the expression of
meaning and lived experience which enriched the study's findings (Van Manen, 2017).
Phenomenological inquiry explicitly addressed the lived experience of a concept or
phenomenon (Creswell, 2013). It explored the relationship between an experience and the way
that experience was expressed (Van Manen, 2017). A key factor in phenomenological research
was using a shared, homogenous experience with a maximum group of 3-15 individuals
(Creswell, 2013; Ravitch & Carl, 2016). A shared experience helped provide rich, qualitative
data to the analysis. The beauty of a phenomenological approach was that it captured the essence
of the present moment and provided fresh perceptions instead of stale retrospection (Van Manen,
2017).
This study augmented quantitative studies available for the BPS/BPSS model. For
example, a study by Perna and Caldirola (2017) presented a heuristic proposal that impaired
bodily functioning and decreased level of fitness played a role in maintaining some types of
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anxiety disorders. This study enriched those findings by the examination of the experience of
improving physical fitness and other aspects of holistic health. Interviews and observations of the
feelings and meanings perceived throughout the process perhaps gave light to the idea of
treatment barriers for these individuals. In addition, this study added a constructive meaning to
other studies which discuss only the lived experience of anxiety (Perrone et al., 2019). Although
studies existed on the separate benefits of biological, psychological, spiritual, and social aspects
of treatment for anxiety disorders, the combination of a holistic approach conducted in this study
contributed to the literature.
Several phenomenological studies were found in the literature that used various inquiry
methods. For example, one study on adolescent depression utilized only a literature review of
159 studies to produce five thematic categories. Another study used a meta-analysis of 17
critically appraised papers related to the qualitative analysis of the severely mentally ill. Several
themes were categorized to incorporate into treatment ideals. Deeply analytic literature reviews
such as these served several purposes. They identified key influences on the phenomenon being
studied, gained innovative perspectives to guide further research, and learned specific concepts
related to the phenomenon (Ravitch & Carl, 2016). Meta-analyses offered opportunities to
synthesize essential data for a study (Pan et al., 2020).
The literature also presented an interesting pattern. Several qualitative, phenomenological
studies were conducted regarding the lived experience of a medical issue and demonstrated the
interconnectedness again between body, mind, soul, and relationships. For example, one
phenomenological analysis explored the interaction between asthma and anxiety. Semistructured interviews of individuals with both maladies were conducted, producing specific
themes to improve treatment (Pateraki et al., 2018). Another study explored the lived experience
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of a minor heart attack and cardiac rehab. This study utilized focus group interviews and
individual interviews of 11 subjects. The most important facilitating factor in the path back to
health was group support (Simony et al., 2017).
Another observation from the literature that supported this study's qualitative,
phenomenological nature was that the goal was to improve care or outcomes for specific
populations. For example, 12 participants were studied who transitioned from chronic pain
medical management to only a chronic pain support group. With semi-structured interviews, an
overriding theme emerged again the importance of social support for healing (Finlay & Elander,
2016). Hartley et al. (2016) acknowledged that the use of this type of research opened
understanding and awareness to the deeply personal conditions of those suffering from chronic
conditions. The authors of a study of the lived experience of ulcerative colitis emulated the
importance of health professionals understanding the struggles of chronic disease to provide
superior, therapeutic care (Sammut et al., 2015).
In viewing the examples from the literature, strong support was evident for using a
phenomenological approach in this study. A concise group of individuals in a homogenous
shared group were observed and interviewed. A lived experience of a chronic, debilitating
phenomenon was explored. The data can improve the understanding, care, and treatment of these
individuals and others with panic disorder. The foundation of social support was also strongly
supported as a therapeutic path to healing and wholeness.
Support for Holistic Social Media Group
Since internet and phone apps function heavily saturated the literature to treat mental
disorders, this study used a social media format as its treatment platform. Specifically, a closed
Facebook wellness group entitled “A Fit Body, Mind, and Soul” was used for 30 days. This
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holistic approach included activities that addressed individuals living with anxiety disorder
symptoms with holistic effects. Each realm of focus was expected to synergistically contribute to
a whole to bring the individual to an improved quality of life and reduced symptoms. The group
was not intended as a formal treatment process but rather a supportive and augmented
environment.
One aspect of support offered within this group was an exercise's biological component.
Literature was plentiful regarding the positive influence of this entity on the physical realm. For
example, aerobic exercise decreased anxiety and panic symptoms (LeBouthillier & Asmundson,
2017; Meng & D’Arcy, 2013). It also supplemented cognitive-behavioral therapy and
pharmacological treatment (Garrett et al., 2019). The exercise served as a type of exposure
therapy for some anxiety disorders as the somatic sensations during exercise can mimic a panic
attack (Bischoff et al., 2019). The data supported the use of exercise to improve symptomatology
of panic disorder. This was just one component of healing.
Another concept addressed in the group was the psychological constructs of panic.
Psychoeducation was of paramount importance to decrease fear and stigma (Hidalgo-Mazzei et
al., 2015; Shah et al., 2014;). The study participants were already aware of the nature of anxiety
and what contributes to symptoms. In addition, relaxation techniques such as journaling and
mindfulness were introduced to decrease anxiety and symptoms. The literature supported types
of relaxation for anxiety disorders (Carver & O’Malley, 2015; Mrudula et al., 2018; Pangotra et
al., 2018). It was anticipated that relaxation would help induce a calmer mental state so that
spiritual enrichment through intentional mindfulness can occur.
Mindfulness was utilized in the existential process to augment therapeutic healing in the
spiritual realm. Mindfulness techniques were used to elicit an improvement in symptoms. The
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literature was saturated with studies of mindfulness for anxiety disorders (Chiesa & Serretti,
2009; Ghasemipour et al., 2013; Kim et al., 2016; Kraemer et al., 2015). Several of these studies
presented data supporting the construct of mindfulness's effectiveness on neurocognitive aspects
(Kim et al., 2016; Shipherd & Salters-Pedneault, 2017). Mindfulness increased self-awareness
and promoted proactive health behaviors (Ghasemipour et al., 2013). One study demonstrated
how mindfulness alleviated panic feelings in asthmatics (Kraemer et al., 2015). Since asthma
attacks induced somatic symptoms like panic attacks, this study encouraged minimizing
symptoms using mindfulness. Mindfulness was also appropriate for brief therapies, which the
holistic support group mimicked (Chiesa & Serretti, 2009). Mindfulness was linked to the
spiritual realm, particularly with spiritual connotations searching for wholeness and
centeredness. (Garzon & Ford, 2016; Rosales & Tan, 2017).
Finally, a community of support enveloped the members of this study within the circle of
the closed social media group. The literature supported group formats in treating anxiety
disorders (Behenck et al., 2016; van Heyningen et al., 2017; Wang et al., 2013). The social group
acted as a buffer, which created a resilience to mood disorders (Levy et al., 2018; Plaisier et al.,
2007). Support was not differentiated to specific sectors such as family or friends; instead, it was
a universal effect of having understanding and acceptance (Rapee et al., 2015). Despite the
virtual setting, it was expected that this group connected members to others with similar
struggles daily to lend support. Web support was shown to affect anxiety (Roy et al., 2017)
positively.
Summary
This literature review illuminated the trail toward a holistic approach to the treatment of
anxiety. It highlighted the gaps of a body, mind, soul, and relational approach to mental illness
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treatment. Strong support for aspects of the group, such as exercise, mindfulness, journaling, and
social support in a web-based setting, existed. The Fit Body Mind and Soul group foreshadowed
a new era in creative treatment options for anxiety sufferers. The need to continue to develop
resources and treatment protocols to alleviate symptoms and improve quality of life in anxiety
was present. The next chapter introduced the research design for this study.
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CHAPTER THREE: METHODS
The following chapter provided an in-depth outline of this qualitative study design. It was
built upon the foundational elements of a phenomenological study. This chapter discussed
subject recruitment methods, data collection, and experiential setting. In addition, this section
restated the purpose statement and research questions with provided support. Ethical
considerations ensued in a discussion.
The purpose of this study was to comprehend the lived experience of a group of
individuals with anxiety symptoms who participated in a social media support group with
holistic interventions. A qualitative, phenomenological study emulated this experience to
demonstrate the positive effects of holistic interventions on mental health. A qualitative
framework suited this study because it captured rich, subjective data from the participants. This
study did not utilize an experimental approach; therefore, a quantitative design was not used. The
problem statement of the need for a multifactorial treatment approach for a group of individuals
with anxiety symptoms using a BPSS foundation manifested the need for a qualitative design.
The purpose of the study was to improve symptoms and quality of life. These are
subjective issues by nature, so the goal of the study was to explore personal experiences of
response to a holistic treatment approach. A research design that used observation and interview
questions was the strongest approach to phenomenological feedback. Qualitative research
allowed a subjective design in that it acknowledged that individual experience was embedded in
the context of living and was experiential and influenceable to change (Ravitch & Carl, 2016).
The design allowed for a social microcosm that incorporated a combination of evidence-based
treatment modalities expected to improve the subjective experience of symptoms and quality of
life with anxiety.
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Justification for Phenomenological Design
A phenomenological design was used for this qualitative study as it described the lived
experience of a group of individuals experiencing anxiety symptoms who were introduced to a
BPSS approach to management. Phenomenological designs provided rich data which immersed
the researcher into the world of the subject. A phenomenon was not bound by space or time and
was related to a specific event (Ravitch & Carl, 2016). In the case of this study, this approach
helped understand the struggles of living daily with anxiety. It demonstrated how immersing
oneself in a homogenous social media group with targeted modalities for body, mind, and soul
assisted in improving symptoms and overall quality of life.
Other qualitative approaches were not as appropriate for this study. For example, a
grounded theory approach attempted to establish a new theory from a process or an action
(Creswell, 2013). This study did not establish a new theory; instead, it sought to augment an
empirically supported treatment model (BPS model) with an added spiritual element, which was
already evident in the literature, although scarce. Themes were identified through interviews and
observation not to form theory but for purely descriptive purposes. Also, a grounded theory
approach required a larger sample size which would deter the intimacy and subjectivity of a
phenomenological approach.
Another qualitative choice was that of a narrative approach. A narrative approach
referred to an individualized story unrelated to any additional intervention or management
strategy (Creswell, 2013). It relied on the written words and individual expressions of the
individuals living within a specific context of interest (ATLAS ti, 2019). It was an approach that
focused on the individual's life from their personal story. The interviews with a narrative
approach spanned longer, which was inappropriate for this study. A narrative focus strung

48
together one or two individual stories to contribute to a cohesive story (Sauro, 2015). A narrative
design would enable those with anxiety to express the lived experience of their disorder
creatively, but it would slowly evolve, which was not the focus of this study.
Another style of qualitative design that was a choice was an Ethnography approach. This
type of design immersed the individual in an environment to understand themes and culture but
was not appropriate for this study for several reasons. First, it used a participant-observer
approach in which the researcher was immersed in the daily culture of the participants (Creswell,
2013). The researcher was not part of the group in this study other than a
leader/interviewer/observer. Finally, a case study approach was similar but only observed and
studied an established case setting (i.e., a year in an individual’s life with anxiety). A case study
approach would not voice the subjective experience of a phenomenon (the holistic group).
Research Questions
Including essential research questions was vital to any study. In a qualitative study, the
research questions reflected those involved in the social interaction (Agee, 2008). This study
utilized the following five research questions aimed toward women with anxiety disorder.
1.

How does a group of individuals with anxiety describe the lived experience of

using an online, holistic social media group?
2.

How does this group of individuals describe how they overcame barriers to

holistic health?
3.

How does this group of individuals describe their experiences in symptom

reduction?
4.
of life?

How does this group of individuals describe their experiences in improved quality
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5.

What would these individuals describe as the most impactful part of the

group?
The use of this group of questions elicited a description of the lived experience of
individuals with anxiety within this holistic treatment group who sought to improve their
symptoms and quality of life. They were all descriptive to assess the holistic nature of the study.
According to Agee (2008), the theory was inherently linked to research questions. Within these
presented questions, a BPSS and systems theoretical approach was integrated.
Context of Study
The context of this study was vital to its success and generalizability. Accessibility,
anonymity, and accountability were barriers to treatment and holistic care. Some of the issues
with mental health treatment were discussed in Chapter One. With increased technology
available, it made sense to utilize it to decrease or eliminate these barriers in the healthcare
industry. Various methods focused on current studies in medical health and mental health.
Current science dictates that clients seek the internet most of the time before seeking a health
professional. Combining these approaches was a solution for treatment resistance.
Accessibility. Web-based resources showed increased engagement and accessibility for
mental health disorders (Fletcher et al., 2018). A report from 2011 demonstrated that 75% of
American households had at least one computer (US Census Bureau, 2013). It was assumed that
the percentage is even higher almost a decade later. Computers gave rise to instant access to
information, community, and pleasure. In addition to this, the increasing use of cell phones
added to the convenience of thousands of applications at one’s fingertips.
Multiple studies were done with phone applications and mental health self-help and
treatment (Ainsworth et al., 2013; Ben-Zeev et al., 2013; Hidalgo-Mazzei et al., 2015; Naslund et
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al., 2016; Proudfoot et al., 2013; Reid et al., 2011). They collectively demonstrated high usage
among those with mental disorders, especially severe, chronic illnesses. Perhaps this was
attributed to a lack of stigmatization from anonymity. In addition, individuals with mental illness
sought social support and emotional stability from these accessible apps. The use of cell phone
apps also enabled real-time self-monitoring and self-management (Proudfoot et al., 2013).
Instant access was vital as it equipped the user to take responsibility for self-care and allowed
mentoring others in the process, which are both key for growth. These applications were readily
available and user-friendly (Hidalgo-Mazzei et al., 2015).
Anonymity
Computer-oriented applications eliminated the social bias and stigma from seeking
mental illness treatment (Colder et al., 2018). Individuals had the convenience of getting
treatment and social support from the comfort of their own home, in their car, or during their
lunch hour. Accessibility and anonymity were provided and eliminated the barrier of not seeking
treatment due to stigmatization. This anonymity provided a way for more honest self-disclosure
than traditional therapy methods. Increased self-disclosure was shown to affect health (Rains,
2014) positively. As a result, a state of homeostatic balance of health was obtained.
Accountability
The use of cell-phone apps with social media increased emotional self-awareness (Reid et
al., 2011), which contributed to healing and growth. Individuals gained relational support and
emotional connections through multimedia tools (Colder et al., 2018). Human factors such as
accountability and bonding enhanced e-learning environments for psychiatric populations (Mohr
et al., 2011). The ease of access gave way to improved accountability. Shared rapport with a
homogenous group also supported the concept of accountability.
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Multimedia
Multimedia interventions illuminated engagement and learning processes and
improvements in medical issues (Robbins et al., 2015). Multimedia made it possible to use
counseling resources on audio, video, and live chat. An example of this was telehealth for
appointments. Computers and cell phones provided instant access to information and support.
This trend was evident in the realm of mental health also. Mobile phone software applications
and ease of access were gradually introduced into care (Luxton et al., 2011). There were an
estimated 325,000 applications for health-based applications on a cell phone (FDA, 2019). One
concern with using media from phone applications was the validity of the information presented.
One study presented demonstrated that evidence-based information was lacking from 25 of the
top-rated mental health apps for anxiety (Bauer et al., 2020). Phone-based multimedia was a
significant focus of this study.
Social Media
The premise of this study was based on the platform of social media. The use of social
media in the education and treatment of mental health disorders is on the rise. Various venues
included Facebook, Twitter, YouTube, Instagram, and countless other applications. These were
on websites for educational purposes, groups for socialization, or podcasts for information. This
environment created a safe place to be heard and mentor others (Radovic & Miller, 2019).
Facebook
The focus of this study was on utilizing a closed Facebook group. Using a social media
group meant that participating individuals were invited to join the group, but it was closed off to
the public. This reassured anonymity and helped create close group cohesion. Individuals with
mental illness tended to use applications like Facebook more than the general population (Carras
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et al., 2018). Very few studies on Facebook groups were used as a treatment modality for
anxiety/panic. Most of the literature discussed addiction with Facebook use. One study spoke of
the ease of Facebook use in individuals with anxiety (Indian & Grieve, 2014). After IRB
approval was received from Liberty University, participants' advertising and selection process
began. An integral part of this process was analyzing and discussing ethical issues for the study
and its participants.
Participants and Ethics
An important element in this study was addressing the concept of ethics. The participants
were human subjects that required a level of ethical protection. Different variables were
accounted for to protect the integrity of the information gleaned from the participants using
multimedia (Taylor & Pagliarli, 2018). Issues could be encountered during participant
acquisition and consent. Specific steps were taken to ensure this ethical safety for participants
(Bender et al., 2017).
Digital Ethics
The use of social media introduced a new array of ethical concerns. There could have
been tangential issues from basic ethical concepts of confidentiality and safety. Qualitative
research in the digital world posed “ethical reflexivity” because the cyber environment was
dynamic (Roth & von Unger, 2018). Continual reassessment of the environment for possible
threats to the ethical integrity of the research was conducted. Ethical concerns will not be solely
abolished by institutional approval; instead, they will need to be viewed as aspects of human life
and relations that evolve continuously (Roth & von Unger, 2018).
The internet also had millions of connected sources. The virality of a post or ad was
always a concern and threat to ethics. A researcher could post an ad for recruitment on a social
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media site. It could go viral and be uploaded by other groups’ sites on social media (Ellis-Barton,
2016). If that site were a closed group, access would not be available to see comments or
requests to the ad. In addition, an interested party could have commented under the ad itself,
making its name and information available to anyone. Private messaging was used to
communicate with potential participants to avoid this.
Another issue with digital media research ethics’ confidentiality was privacy. Even if the
participant was at home using a personal laptop, it still joined that individual to a closed group of
other individuals (Whiting & Pritchard, 2018). In the same sense, if a client visited a private
therapy office and had information entered in an electronic health record, this still posed a risk to
a breach of confidentiality. The use of digital research required ethical considerations in a
bottom-up format since numerous other domains were linked to each other with their own
governing rules for ethical boundaries (Ellis-Barton, 2016). For example, Facebook warned
about the risk of dissemination of public/private posts in their legal statutes (Ellis-Barton, 2016).
Another issue of confidentiality that was addressed paralleled standard HIPAA
guidelines. Members of the closed group were informed that they could not share information in
private posts or conversations (Ellis-Barton, 2016). Other concerns in digital ethics also
concerned participant safety. In a social media platform, user identity is not always guaranteed.
Group participants were identified using Facebook profiles. Hackers or criminals could have
designed these. Confidentiality and safety would also be at risk. Further rules to participant
selection were considered, such as length of time as a Facebook member, to prevent this.
Examination of this information helped distinguish if someone was a longstanding member or
just made a quick profile to join the group.
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Selection
Participants' selection and ethical protection was an essential element of this study. A
self-sponsored ad on the social media site Facebook was deployed to attract potential candidates
for the study. This did not get much attention. The ad referred in general to the distress in living
with anxiety. It mentioned that a research study would be conducted within a closed Facebook
group that will include light exercise, spiritual mindfulness, journaling, and social group
activities to help with anxiety in a closed group setting. It invited interested parties to private
message this researcher for further information.
Due to poor response on a Facebook ad, an email ad was used through a university
department. The same criteria for participants and ad were utilized to recruit participants.
The public expansion posed additional confidentiality threats for those that responded in that
they may have known others in the study. The ad was designed to elicit responses from those
suffering from symptoms of anxiety. It used a descriptive summation of key symptoms of
anxiety and offered a holistic online 30-day challenge group that combined physical, cognitive,
spiritual, and social elements.
Once six responses to the ad were received, further screening ensued to rule out a few
specific contraindications. Some exclusions included the use of concurrent therapies and physical
limitations. The exclusions are applied to eliminate any potential bias or other threats to validity.
The first six participants who met these qualifications were notified of their acceptance into the
study. It was expected that more participants would be interested than could be accommodated at
this time. Phone numbers for NAMI and Suicide Hotline were made available, and suggestions
to go to local counselors or Emergency Room if warranted to protect the emotional safety of both
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participants and wait-list individuals. It was stressed that the group was not considered therapy
but a research study. There was not enough response to warrant a waitlist.
The use of a smaller group denoted a deeper depth of inquiry. The fewer participants
allowed more time to inquire into the breadth of the lived experience of the disorder and the
group. The frequency of data was not as important as individual meaning in qualitative research,
and the lengthy interview process was less time-consuming with a smaller sample (Mason,
2010). This group also supported a therapeutic number suggested for group therapy work
(Yalom, 2005).
Informed Consent
Informed consent was used to educate and ethically protect the participants prior to
beginning the study. The consent was created to outline the study, offer the opportunity for
withdrawal at any time, release liability, and ensure confidentiality outside of the closed group.
The qualitative research process was briefly presented to the participants, acknowledging that it
did not replace necessary medical or psychiatric treatment. The group was intended for
individuals with bothersome yet manageable symptoms. These symptoms may have been present
but did not cause major disruption of school or work.
Risks and Benefits
This study mandated a discussion of risks and benefits with the participants. For this
study, various risks were present. Human subjects were always at potential risk for injury or
illness during the study. The informed consent released liability for any harm during the study.
An individual could become more mentally unstable during the study and require professional
treatment. Also, individuals may have needed to drop out due to life circumstances, the need for
medication or other professional treatment, or loss of interest. There was a risk of self-disclosure
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and stigmatization within the small group. There was also the chance that the individual would
not improve symptoms or quality of life.
Benefits were part of the proposed outcomes for this study. Participants had improved or
decreased symptoms associated with anxiety/panic. Improvements in quality of life, defined by
the participant, were reported. The 30 days of the group introduced holistic concepts of wellness
regarding body, mind, soul, and relationships and established a habit of routine for the
participants. The social microcosm of the homogeneous, closed group provided cohesion,
support, and interpersonal relationships. One of the benefits of an online group was that it
possibly increased adherence to the treatment protocol (Griffiths et al., 2012). Another study
showed that social interaction and support were important to healing those with mental illness
(Van Grieken et al., 2014). Participants in an online health support group also gained information
and had improved preparation and acceptance (Huber et al., 2018). The group served as a reset
button to guide the participants to a balanced lifestyle, which alleviated their symptomatology
and decreased quality of life.
Role of the Researcher
As both a nurse and counselor, health and vitality were core functions in the care of
persons. Treatment of the whole individual was critical for maximum health and growth. Anxiety
touched all individuals to some degree; therefore, this study had significance for a broad part of
the population. As a former sufferer of anxiety, I attested that a multi-modal approach was
essential to symptom relief and increased quality of life. This study impacted individuals with
anxiety or panic issues with provision of a program that touched all aspects of an individual.
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Past/Current Professional Roles at Setting
I had experience running closed challenge groups as a health/fitness coach. The
challenge groups consisted of physical exercise paired with a growth mindset. The study
challenge group added the elements of cognitive and spiritual to the physical aspects of the
challenge group. I am a seasoned nurse and psychiatric nurse practitioner with advanced
knowledge of holistic health practices, function of the body and mind, and integration of the
spirit into care.
Past/Current Professional Relationships with Participants / Data Collection
Although I did not have past relationships with the participants, I had personal experience
of anxiety/panic symptoms. Familiarity and empathy with the symptoms and quality of life
experienced by the participants were experienced by me in the past. I used similar methods to
improve the experience of anxiety/panic successfully. A holistic mindset enabled an empathetic
stance throughout the study during the data collection process. Since anxiety had been a personal
experience, the impact of a supportive community of individuals experiencing the same
phenomenon cannot be stressed enough.
Researcher/Participant Working Relationship
Establishing trust and rapport with the group and individual members was essential. This
process started from the beginning screening process and carried through until the end of the
group. Since the group was based within a social media context, there was no in-person
interaction. Live group meetings substituted for this. MS Teams conferencing was used for
interviews. In addition, daily posts to the site regarding tips suggested activities and motivational
pieces were used. Researcher availability with MS Teams contact also was posted for any studyrelated questions.
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Researchers Experiences/Biases
As stated previously, I utilized similar approaches in similar situations on myself. This
created a favorable outlook on the research approach and interpretation of data. Qualitative
research embraces the subjective, which could have potentiated bias on my part. The
transparency used during the research process and the careful analysis of patterns that emerged
from data were key concepts here (Galdas, 2017). Although passionate about holistic treatment
approaches, I remained committed to conducting the study and interpreting data objectively.
Criteria for Participant Selection
Social Media Ads
The participants for this study were initially solicited through an ad on the social media
site Facebook. The ad targeted individuals aged 25-55 with anxiety, panic, and mental health
interests. When an individual purchased a Facebook advertisement, it automatically generated
specific profiles linked to the categories of choice. For example, this ad populated on the news
feed of Facebook users in that age group with those interests, making it a more efficient process.
Once the user clicked on the ad, they were taken to the correct page, which told more about the
study and link to an application. After six subjects (the first six qualify), the link would have
been disabled, and the ad removed. Due to poor response and limited time, the ad was stopped
and changed to an email ad through a department at a large university. The same ad language
was used. At least five participants were required to give a depth of inquiry and enhance the
quality of interaction within the group (Jacobs & Nakata, 2012).
Anxiety Criteria
Individuals prospected for this study must have had either a formal diagnosis or
subjective symptoms of anxiety symptoms. The ad described anxiety symptoms to ensure
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homogeneity of symptoms and disease process. Participants needed to be stable enough in their
symptoms that they felt they could complete the study. The study appealed more to chronic
sufferers rather than acute onsets of symptoms. The ad particularly sought those individuals who
had tried multiple therapies or treatments and were still symptomatic.
Comorbidities
It was essential to exclude specific comorbidities to increase the generalizability of the
study. Primarily, exclusions were made for diagnosed personality disorders, bipolar disorder,
schizophrenia, and chronic illnesses. In addition to decreasing generalizability, these conditions
also were associated with non-compliance and multiple medications. Depression was the sole
comorbidity allowed in part due to its common coexistence with anxiety disorders.
Medications
Ideally, the participant was not on any medications. This exclusion proved a very difficult
assumption in today’s healthcare world. The first tier of medications of concern was
psychotropics, including SSRIs and benzodiazepines. These medications were designed to
decrease symptoms of anxiety. There also could be side effects that could impact physical or
cognitive functioning. Some side effects of these drugs included mental fogginess, dizziness,
fatigue, and stomach upset (Zoberi & Pollard, 2010). If a participant were on a medication, it
could skew results from another participant who is not taking medication. It was assumed that a
participant on medication could have fewer symptoms. If symptoms were truly being controlled,
that individual likely would not have volunteered to participate.
It was expected that a population struggling with symptoms that interfere with the quality
of life likely visited a physician for diagnosis and had been prescribed medication to manage
symptoms. It was estimated that only one-third of treated patients have remission of symptoms,
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and one out of five patients were left with a chronic, pervasive illness (Marchesi, 2008).
Therefore, both participants on and off medications could participate in the study, allowing for
some variance in results. It also made the study more generalizable to accommodate both
populations treated and untreated.
Interview
A short interview was needed with each potential participant to determine any exclusions.
Since the participants could be located anywhere in the country, a Microsoft Teams interview
was utilized. The interview was 15 minutes long and asked screening questions related to
previous or current treatments, medications, comorbidities, and the ability to participate in the
actual study exercises.
Data Collection Procedures
Data collection was completed according to the foundations of hermeneutical
phenomenology. This entailed capturing the spoken word, piecing together themes, and
illuminating patterns of experience within a lived experience (Sloan & Bowe, 2014). Narrative
interviews of the lived experience of anxiety/panic disorders were conducted. The interpretations
of these interviews justified the use of this hermeneutical approach. The researcher’s job was to
hear both the joys and ills within this diathesis and unearth the meaning of the text itself
(Lindseth & Norberg, 2004).
Data Collection
An interview guide was used to structure the interview (Appendix B). Data collection
intervals were pre-study, two weeks, and four weeks. These blocks of time were chosen
strategically. Baseline data before the study begins was essential to providing foundational
markings for data development. Two-week intervals marked the mid-point and endpoint of the
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study. Many of these activities within the group were healthy, holistic habits that hopefully were
incorporated into the participants’ lifestyles. Data collection consisted of Microsoft Teams
interviews with a specific set of questions prior to starting and different sets of questions at the
remaining two checkpoints. Baseline questions included symptoms and quality of life issues,
alleviated symptoms, triggers, current fitness level, mental health knowledge/skills, and past
treatments.
I conducted the interviews, estimated to take approximately 20 minutes each. Interviews
were audio-recorded with the permission of participants. The interview was replayed and
allowed me to carefully assess the tapes for thematic patterns in greater detail. (Bailey, 2008).
Participant information was protected by using anonymity in the patient recordings. For example,
each subject was assigned a pseudonym to not identify by name (Stuckey, 2014). Coding directly
from tapes can bear more authenticity of voice and relay unique qualities that transcription
cannot (Tessier, 2012). The tapes were secured in a lockbox in my office.
Data Analysis
In phenomenology, the premise of the analytical process was for the description,
interpretation, and organization of the data of the lived experience of a phenomenon (Moser &
Korstjens, 2018). Special analytical software was unnecessary since a relatively small sample
size was used. Rather, this researcher looked for and identified patterns within the interview data.
Common themes in responses and the group process were noted. The data analysis process was
maintained according to foundations established by phenomenological leaders in the field. Data
must be organized specifically to begin the analysis process (Moser & Korstjens, 2018). The
steps of this analysis process were viewed in various ways amongst the first of the
phenomenologists.
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Moustakas’ (1995) approach to this analytical process involved looking at the experience
of a phenomenon as a whole and within context. This research approach supported the
philosophy that the whole was always greater than the sum of its parts – the lived experience as a
solidified endeavor gave forth more data than individual components (Adams et al., 2007).
Moustakas also described an epoché process to identify ideas on the topic at hand and lower the
risk for researcher bias (Phillips-Pula et al., 2011; Yuksel & Yildirim, 2015). This type of
approach lent an emphatic understanding to the effects of living with a mental illness (Sutton &
Austin, 2015).
After data collection, Moustakas described a horizontalizing process that gleaned
irrelevant data not part of the research element (Moustakas, 1995). Then, a reductive process that
molds data into structural transcriptions with infused subjectivity was performed (Phillips-Pula et
al., 2011). Thematic constructs were gathered from the data (Yuksel & Yildirim, 2015). This
process was repeated until a level of saturation was reached (Phillips-Pula et al., 2011). No new
information was available anymore, and maximum information was taken from the study (Moser
& Korstjens, 2018).
Another phenomenologist, Colazzi, had four steps that he felt were integral to the
analytical process. He believed in reading and rereading the data multiple times to gain a more
personal kinship with the experience (Phillips-Pula et al., 2011). Next, the main statements that
were indicative of the phenomenon were studied. Third, different meanings from the data were
extrapolated. Finally, prominent themes were isolated (Phillips-Pula et al., 2011).
Trustworthiness
Although approaches to phenomenological data analysis varied, they shared similar goals
overall. It was also important to develop rigorous standards to ensure that collected data was
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reliable and valid. Trustworthiness needed to be established. Four criteria of trustworthiness in
qualitative studies were credibility, transferability, dependability, and confirmability (Sutton &
Austin, 2015). There were several ways to establish trustworthiness. In this study, the following
procedures were used to establish rigor and trustworthiness: interviews, triangulation, member
checks, debriefing, and retention tactics.
Interviews
Interviews were the gold standard for qualitative research. These interviews were semistructured with a standardized set of questions for each interval of study and each participant.
The sole researcher conducted the interviews. Interviews were done privately and not in the
group setting to promote confidentiality and disclosure. Data was transcribed as interview
verbatim.
Triangulation
Triangulation used more than one method to obtain data (Carter et al., 2014). In this
study, observation and interviews were utilized. Observations, or field notes, were done during
the study when an all-group meeting was held. Meetings served the purpose for the social aspect
of the group and updates, shares, and encouragement. Focus groups consisted of all the
participants at the end of the study to discuss what worked the best and what was least helpful. It
gives a sense of partnership and enforces the relational aspect of the group. Focus groups were
not utilized but may have proved beneficial.
Member Checks
Member checks were another method to establish trustworthiness in a qualitative study.
Member checks have different methods. One of these was to email all participants copy of all
three transcribed interviews. The participants would have gotten a chance to double-check or add
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anything to the final transcripts, which infers higher accuracy of data. It also could promote
group adhesiveness as the participants will feel like integral team players and be considered coresearchers in this process. The inclusion and value of participants demonstrated an aspect of the
horizontalization process described earlier (Yuksel & Yildirim, 2015). In addition, the primary
research-validated data depends on the co-researcher's final answers (Yuksel & Yildirim, 2015).
Member checks were not used but may have proved useful in validating data.
Debriefing
Debriefing was an important function for the researcher to prevent bias and dropout. It
helped deter any negative feelings or emotions the study may have imposed (Kazvin, 2002). It
was a time used for questions, concerns, or guidance. After the study, debriefing also was done
with some of the members to process thoughts and emotions linked to the intervention. Above
all, the researcher reassured against deception (Kazdin, 2002). Full disclosure of any part of the
study that may have been hidden would be completed after the study is finished. Debriefing
participants included the following: the purposes of the study, the observations, the reactions of
participants, and all aspects of the study that were considered (Kazdin, 2002). Debriefing was
done individually in the last interviews.
Retention Tactics
There were several tactics for retention that could have been utilized. One of these was
an incentive gift card, like Starbucks. Everyone who completed the study would have received
one. Incentives were not used but may have increased retention and participation. Another tactic
was to allow voluntary withdrawal if something happened during the study. This was enforced
and utilized in the study. Study reminders of group meetings or activities were also important for
retention. All participants had a reason for doing the study. Simple reminders at each weekly
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session helped them continue forward. Also, the altruistic effect was that their results could help
others struggling with the same issues. Kazdin (2002) recommended being proactive in looking
at potential attrition reasons and trying to negate those from the beginning.
The primary goal of Chapter Three was to establish procedures for data collection and
analysis for this qualitative study. Various elements about the foundation of the study, such as
participants, selection, procedure, ethics, trustworthiness, and data collection and analysis, were
discussed. According to the founders of this approach, a phenomenological approach to the data
collection and analysis process was used. The primary goals for Chapter Four was to dissect the
research findings further and demonstrate that all protocols were followed to protect the
reliability and validity of the study.
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CHAPTER FOUR: FINDINGS
This phenomenological study examined six individuals with anxiety who participated in a
holistic social media group. This intervention was structured to integrate the physical, mental,
spiritual, and relational aspects. Information from these participants was gleaned primarily
through semi-structured interviews, individual and group, and the social media page observation.
The interviews were both recorded and transcribed. Interviews were done by phone or
audio/video on Microsoft Teams and were about 15 minutes in length. Participants chose if the
camera was on or off depending on their comfort level. There was an initial interview, a twoweek interview, and a final interview for everyone. In addition, weekly group interviews were
arranged. Interview guides were utilized for each interview session to keep variability to a
minimum. Anonymity was generated by using pseudonyms for each participant. Recordings
were to a cassette tape and transcription. Cassette tape data and transcription printouts were
scrutinized repeatedly to identify any pertinent data themes. In addition, this researcher utilized a
notebook to handwrite patterns and emerging themes for each participant as the transcripts and
audio tapings were further reviewed. Individual data were then grouped into respective
categories of larger themes and subthemes. Chapter Three described the data collection and
analysis process in detail.
As described in Chapter Three, Moustakas’ (1995) method of data collection and analysis
was used for each participant in the study (relative to data obtained). The information was laid
out, and all generated data was viewed as a whole and then sifted through individually.
Reduction and elimination procedures occurred according to the method by Moustakas. Each
quotation was ensured that it validated the lived experience in one or both domains of symptoms
and quality of life, and it could be reduced to a specific theme or subtheme. Next, this extracted
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information was used to generate themes unique to each participant. Themes were formed
against the data to ensure they validated the personal attributes of this individual’s experience.
Then, textual descriptors of this data were studied for each participant using quoted material.
These were integrated to form a wholeness in themes and subthemes as a group overall.
The problem at hand and purpose of the research was that individuals with residual
anxiety symptoms have not effectively received holistic treatment for all areas of self. The
research questions were strategically designed to inquire into two specific areas affected by
anxiety: symptoms and quality of life. The findings reflected each research question and were
categorized into themes and subthemes. Table 1 depicts this data.
Before beginning, the general demographic data of participants will be discussed. A total
of six participants were approved, consented, and enrolled in the study. All six participants were
either counseling students or worked in the counseling profession or both. Five participants were
female, and one was male. All ranged from young adulthood to middle-aged. All participants
were married or separated, and all had children except for two individuals. Table 2 further
illustrates these demographics.
Table 1
Participant Demographics
Participant

Sally

Employment

Yes

Marital
Status

No

Completion of
Group
Activities
2/4

Marrie Yes

Medicatio

3/4

d

n

Single

Children

Yes

Treatments

Doctoral student
Bill

Yes
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Counseling
Student
Suzy

Yes

Marrie No

Therapy

3/4

Counseling

d

Yes

Therapy

2/4

Yes

Yes

No

unknown

No

No

No

2/4

student
Amy

Yes

Divor
ced

Missy

Yes
Counseling
student

Anna

Counseling
Student

Background Data of Participants
All the participants reported anxiety prior to the study and how it impacted their daily
lives. All have presented vivid descriptions of physical, mental, spiritual, and relational
symptoms related to anxiety that affect the overall quality of their lives. Despite all being related
to the counseling profession, they were deficient in finding self-care practices to assuage their
anxieties. The following data will take a deeper look into the lived experience of these
participants dealing with chronic anxiety.
Physical
Physical symptoms were prevalent with anxiety (Woud et al., 2013). These symptoms
ranged from mild to severe and produced a chronic sense of fear and dread, debilitating for

69
lifestyles and relationships. Symptoms varied with each individual but included increased heart
rate, palpitations, shortness of breath, tremulousness, gastrointestinal effects, dizziness, and
faintness. These symptoms mimicked heart problems and other medical disorders, further
perpetuating anxiety. Symptoms began suddenly and lasted for several hours. The following
verbatim will give a closer glimpse into the participants’ lived experiences of physical effects
with anxiety.
Most participants had physical effects from the daily anxiety they experienced. For
example, Bill described that he “physically feels like someone is scraping nails down my back. I
get kind of tensed up, my body clenches. Depending on how much my anxiety progresses, my
chest feels like it is being squished.” Amy described “difficulty sleeping, eating, poor hygiene,
and picking at skin.” Stress serves as an antagonist and triggers more physical symptoms. Suzy
shared, “My health is just kind of all over the place. I have one or two panic attacks per year. I
feel shortness of breath and electricity running through my body.” Sally also explained how
“stress makes me totally forget what I need to be doing.” Anna described full-blown panic
attacks – “My heart starts to race, I can’t stop shaking, I can’t go in stores.”
Mental
The mental aspect of anxiety was just as frightening and inhibiting as the physical effects.
Anxiety stirred up a primal sense of fear and dread in an individual. This fear froze attempts at
living a productive and healthy life. Worry and panic ensued, creating a chaotic state of existence
in one’s mind. Most individuals refrained from sharing these experiences with others for fear of
appearing crazy; therefore, they became silent sufferers. The domino effect of the mental state to
potentiate isolation was observed.
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Most participants described an internal mental process that also affected or was affected
by anxiety. Suzy further described this feeling, explaining, “there is an anxiety that is
overarching where no matter what really is going on, even if really nothing is going on. I can’t
feel like I’m settled.” Bill stated, “I will start worrying about something that hasn’t even
happened yet. I will play out scenarios in my head.” Anna explored another dimension there. She
stated, “I feel like I lack confidence because of anxiety and negative self-talk.” Her response
begs the anxiety emanates from an internal source versus external sources. Is the stress occurring
before or after the anxiety, or is it a vicious cycle?
Spiritual
The spiritual component of anxiety further exemplified how each dimension of a human
was interrelated. Several participants noted a sense of discomfort or lack of peace in the spiritual
realm. It was difficult to ascertain if this occurred directly or indirectly due to anxiety or if the
spiritual riff had created anxiety. Spirituality defined by these participants evoked a relationship
with a higher being. It also refers to an individual’s sense of meaning and existence. Participants
shared some surface-level discord about their spiritual state but did not disclose much of the
intimacies involved. Spirituality was voiced as an area of struggle for several study members.
There was a consensus of difficulty in this area before and within the group. Bill described a
state of “spiritual limbo.” Suzy stated that “her faith has been something that has been difficult
for her,” which impacted her completing the spiritual exercises.
Relational
In the same way that physical, mental, and spiritual components are affected by anxiety,
relationships are another element that was significantly impacted by living with anxiety. All
individuals were involved at some level with interpersonal relations with another. These
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interactions were affected when one did not have personal needs met somehow. Relationships
varied between family, friends, God, work, home, or school. Much data from participants
indicated a struggle in this area.
All participants described relationships at home and/or at work. Most appeared only to
have difficulty with relationships at home. Work appeared as a protected area where the guard
was not let down. Bill stated that anxiety “obviously affects my family and kids. If something
gets me the wrong way, I get snappy. Sometimes it hurts to be touched by others. When I am in a
large crowd, I feel like someone’s on my shoulder.” Bill further explained, “one thing that can
really affect me is if I’m starting to feel anxious, and we have an event coming up like we have
to go somewhere, even to a cookout across the street. I will sometimes just not be able to deal
with people.” Suzy shared, “I’m married. I’m sure it is not fun for him to deal with. If he gets me
at the wrong time, I think it sometimes can feel like it’s getting under my skin a little bit.” She
also stated, “I would cancel plans, cancel appointments.”
Anna shared, “I get irritated, get mad. I cry and say things I shouldn’t.” Amy described
how her anxiety had kept her isolated at work. “I’ve hidden how much anxiety I have had; I
became a master of disguise.” Missy stated that her anxiety prevents her from going inside
stores. Within the group, isolation was demonstrated as minimal interaction in the social group.
Amy stated, “the social group ended up not really being. I felt a more structured approach would
have helped. People that do struggle with anxiety almost need that structure.” After the group,
isolation did not improve much. Although some participants started to walk outside more,
significant social interaction has not improved. These examples demonstrated how anxiety could
be detrimental to self and others physically, mentally, spiritually, and relationally.
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Barriers
In addition to these negative impacts on one’s life, the participants voiced perceived
barriers in overcoming these challenges to a balanced state of health. Barriers can be anything
that stops an individual from progressing. These were personal, environmental, financial,
physical, mental, spiritual, or relational. Most participants voiced at least one barrier in
combatting anxiety symptoms and decreased quality of life.
All participants acknowledged a lack of time and busy schedules as a barrier to achieving
a state of health and peace. Lack of time, a busy schedule, and distractions were all described as
contributing forces that impeded study participants from achieving a state of holistic health.
Some of these distractions included work, school, family, and stress. Participants also voiced
discomfort as a barrier to reaching holistic health. Sometimes, the environment-induced enough
discomfort to prevent holistic activities. Sally described, “Putting myself in a time crunch makes
it set in my mind that I don’t have time to do anything else.” She also described how the hot
temperature stops her from mindful walking. Bill described having to force himself through a
social situation and would just rather stay home. Suzy stated she “hates journaling as it reminds
her of school.” Anxiety even created discomfort in one’s own life. Amy stated, “I almost have to
give myself permission to live.” The spirituality element was another area that caused
discomfort.
Participants also cited that they do things a certain way because of their personalities.
Examples include trying new activities, like journaling or walking. Resistance was met on some
levels because these were activities that individual participants did not enjoy. Their minds were
closed to trying new things. For example, Bill referred to “personality traits,” which cause him to
want to isolate and “feel like a jerk” in social settings. He also stated, “I am not good at
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journaling. My mind has more of a stream of consciousness pattern. When I feel like I’m forced,
then it is not helpful to me.” Suzy felt that “a few weeks is not enough to make changes” in her
mindset. Missy relayed how early childhood abuse and trauma significantly impacted her worries
about her current family. “I have a problem letting them grow up. Worrying that my husband
will leave me also affects our relationship.” All participants also shared that stress is a forerunner
of anxiety and a byproduct. Stress was present whether within the group or outside the group.
Participation in the group did not negate the existence of daily stress
Interpersonal Activities
Regarding interpersonal activities, most participants did an average of two activities
daily, with one participant doing three activities and two members doing less than two. One
participant stopped responding during the study. The remaining participants found activities that
they liked or did not like. All but one participant stopped the activity that they disliked. One
participant transitioned from dislike to that activity being the most impactful, mentioned by Amy
above.
These descriptions emulated how anxiety created chaos holistically. Descriptions of
physical symptoms included the following: stomach aches, insomnia, racing heart, shakiness,
tight chest, picking at skin, and lethargy. Mentally, participants described a lack of focus,
irritability, distraction, and a feeling of overwhelm. Spiritually, several participants battled a
struggle with their faith systems. Relationally, isolation was a common finding. Barriers were
intertwined with the maladies of anxiety: desired but unfulfilled potential further fueled erratic
symptoms and reduced quality of life.
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Findings
The findings integrated into the essence of the research questions and design. They
emulated the spirit of the lived experience with anxiety and its relation to every area of being.
The following section dissected each research question into various themes and subthemes.
Introspection into the participant’s hearts during the immersion in this group was discovered
through shared quotes of their experiences. The research questions were as follows:
1. How does a group of individuals with anxiety describe the lived experience of using
an online, holistic social media group?
2. How does this group of individuals describe how they overcame barriers to holistic
health?
3.

How does this group of individuals describe their experiences in symptom reduction?

4. How does this group of individuals describe their experiences in improved quality of
life?
5. What would these individuals describe as the most impactful part of the group?
RQ1: How does a group of individuals with panic anxiety describe the lived experience of
using an online, holistic social media group?
The participants in this study experienced an online, holistic group in the context of
social media. All were included in a private Facebook group together. Each day of the study,
participants were asked to perform self-care exercises designed to care for the body, mind, and
spirit and weekly group relational interactions. Mindfulness was the basis of all the exercises.
The participants experienced mindful walking, mindful, spiritual awareness, and reflective
journaling. A social media group was designed for interaction between the members to provide
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encouragement and support. The activities required changing their existing daily habits to
restructure their time accordingly.
Regarding the primary research question, several themes and subthemes emerged. Most
of the participants shared commonalities in these answers. The group served as a sort of
microcosm to their actual daily lives. It reflected priorities, time management, relationships, and
self-care. Three main themes evolved from the lived experience of a holistic, online social media
group. These included Reflection, Isolation, and Stress. Each theme also segued into a
subtheme(s). Reflection produced the sub-theme of Revelation; Isolation produced
Disengagement, and Stress produced either Avoidance or Growth. Each of these themes and
subthemes were further defined.
Reflection
The first theme encountered in response to this research question was Reflection. The act
of looking inward further defined this concept. The Merriam-Webster dictionary (2021) gave
several interpretations of the meaning of the word reflection. These included “an effect produced
by an influence; a thought, idea, or opinion formed, or a remark made as a result of meditation;
and consideration of some subject matter, idea, or purpose.” Reflection allows an individual to
appraise innate qualities or traits by personal evaluation and experience (Pool & Qualter, 2018).
Reflection was usually not a quick process; rather, it evolved with intent and time. It was
grounded in an individual’s lived experience and negated any preconceived perceptions with the
expanse of time (Pool & Qualter, 2018).
The participants’ responses supported the theme of reflection. As demonstrated in the
definitions above, an individual must take the necessary time for reflection. In the busyness of
daily schedules, the participants discovered that a pause was necessary to seek answers or
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tranquility. Pauses were created by the performance of each of the mindfulness exercises in the
study. Amy said that “journaling helped slow my racing thoughts down.” She also shared that
“Doing the walking, I was trying to get to the bottom of like why this is so difficult for me to
stop and pause.” Suzy stated that “Shutting out the world for a little bit was very helpful for me.”
Bill explained why doing one of the activities helped bring a better perspective. He discussed
“being able to take time on walking to focus on something positive and not always just like I’m
rushing from point A to point B.” He also described a mindful walking experience, “The roses
were blooming, and I just got a giant whiff of roses, and it kind of made me stop for a second
and just pay attention to what was going on around me.”
Reflection was necessary for inner growth. It enabled the individual to introspect about
life, purpose, and meaning. Reflection required intentionality. After initial reflection, another
layer of self was discoverable. The revelation occurred after a period of reflection, which gave
way to deeper growth and self-actualization.
Revelation
A subtheme that emerged from Reflection was Revelation. Revelation was defined as
bringing awareness to the previously hidden or unknown (Merriam-Webster, 2021). Participants
discovered that opportunities were created for deeper introspection in pausing the busyness. Bill
stated, “I’m noticing moments where I can just stop, even if it is just for 30 seconds and be
mindful, and it is helpful”. Sometimes, these opportunities can bring groundbreaking truths to the
surface. Amy explained:
During the walking, a huge kind of groundbreaking thing happened in the last week. A
lot of my anxiety is rooted in this idea from a very young age, but I feel like I live as if
someone is watching me, not in a paranoid way. A lot of my anxiety is like I am almost
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watching like I’m not in my life. I’m watching from above. I’m constantly trying to live
up to whoever that is. I am constantly criticizing every single move, and so, of course,
I’m not able to stop and breathe and be mindful.
Through reflection and revelation, several participants experienced a surge in personal
growth. Through these deliberate pauses from the busyness of daily life, these individuals
developed a new perspective on the deep origins of their anxiety. These breakthroughs
demonstrate the effectiveness of the act of intentional mindfulness. Even though some
participants experienced this type of growth, most participants remained stagnant in one area.
This was dominant in the social realm and maintained isolation from others in the group and life.
Isolation
Surprisingly, isolation was a common theme as part of the lived experience of an online,
holistic social media group. Isolation was defined with several terms, such as withdrawal,
separation, seclusion, and partition. Merriam-Webster (2021) defined isolation as “without
relation to other people or things.” Isolation was noted both between members and me. Isolation
involved lack of involvement in the social media exercise or response for study meetings. A
subtheme of Disengagement emerged from this theme.
Group members focused their experience of isolation on the social media group. Across
all participants, the group was the least engaged activity. Bill shared, “I was trying to be
engaging. At times it just felt like discussion board homework. There’s no real interaction.”
Several participants thought there would have been more participation if the group were bigger.
This could have been that most were introverts and rely on others to engage while they stayed in
the background. Some participants felt the group needed more structure, although the specific
task of posting weekly and engaging support with other members was required. A key point of
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the structure was to leave it unstructured for mutual support and sharing. Amy stated, “I just hide
in my little shell.”
Disengagement
Disengagement was defined as “emotional detachment; objectivity” (Merriam-Webster,
2021). Disengagement also referred to withdrawal concerning a stimulus perceived as
threatening (Garner et al., 2011). The perceived environment promoted isolation. Disengagement
can also be a passive attempt to withdrawal in relationships to avoid conflict (Backer-Fulghum et
al., 2018). Isolative behavior was evidenced by several participants in home and work
relationships and the study group. Throughout the study, several members became disengaged,
stopped responding, and one member dropped out. Disengagement occurred not only relationally
but also spiritually. Several participants shared a struggle spiritually, which proved enough
discomfort to limit or stop the exercise. For example, Amy said, “the spiritual aspect of this is
probably the most uncomfortable just because I don’t feel completely settled.” Anna dropped out
of the study because the mindful, spiritual exercises caused her to become more anxious thinking
about her father's death and her mortality. Bill eliminated the spiritual aspect from his meditation
exercise as he described himself as “struggling spiritually.”
Stress
A final theme that emerged in answer to this research question was that of Stress. Most
participants led very busy lifestyles, so adding more tasks to their daily lists created some
increased stress. Stress housed many definitions. The most pertinent one here is the effect of an
internal or external force on one’s well-being. It is an automatic state of environmental stimuli
that produces mental and emotional tension (Vahedi & Saiphoo, 2018). As evidenced by their
self-imposed time constraints, stress was created or imposed. The definition also correlated to
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which domain of an individual is impacted (Vahedi & Saiphoo). For example, relationship issues
created social stress, and mental health issues created psychological stress. The stress created a
continuum of sorts. It paralyzed and sabotaged the individual from moving forward. If stress
created a level of anxiety that was beyond an individual’s coping capacity, mental health
conditions deteriorated (Vahedi & Saiphoo). The theme of stress was divided into the subthemes
of Avoidance and Growth to illustrate the dual nature of what participants expressed about their
experience.
Avoidance. Avoidance was an intentional refrainment from activities or persons.
Discomfort promoted avoidance and fear as well. Avoidance was a protective factor, a way the
mind, body, and soul shut down from potential harm. It was also a type of conditioned response
from which the individual has adapted. Dictionary (2021) defined avoidance as “the action of
keeping away from or not doing something.” It was a deliberate action on behalf of the
individual to prevent themselves from a particular experience.
Sally shared that “everything fell out the window” when a stressful event occurred during
the study. She referred to when she was trying to develop good habits in the group, but her hard
drive crashed and lost lots of data. This stressor influenced her to stop all her healthy activities
and propagated more anxiety. Another participant echoed this concept as well. For example, Bill
shared, “More stress affected some of the things not helping at the moment.” Bill also felt that
doing the group activities “felt more reactive than proactive.” He further explained that he had
not yet developed the daily habits necessary to engrain the activities into his routine to be helpful
to use when anxious. Rather, he only remembered to do them after the anxiety started to worsen.
Sally defended not performing all wellness activities by stating, “I’m just so swamped with other
stuff. I have not done the walking so much just because of the time needed to do it.” Bill shared
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the struggles of adding the activities to work and family. “I find myself at the end of the day that
I still need to do this – that’s my struggle, and that’s more just because of everything going on
with school, work, and family. I struggle to get up at 4:30 to journal because I’m up until 11 pm
doing school and my second job.” One participant felt that the structure of her packed schedule
helped keep the anxiety at bay. Suzy explained that the study occurred after graduation from a
rigorous master’s program. She stated, “I wasn’t stressed two weeks ago when my plate was full.
Without schedule or rhythm in my days, my anxiety is higher.”
Growth. Growth also occurred from stress. Growth was also an indirect result of
voluntary action. Hazlett and Stevens defined personal growth as the intentional process of
aligning personalized goals and values with veracity to strengthen an internalized view of self (as
cited in Aafjes-van Doorn et al., 2020). Personal growth was a core, intrinsic need for every
individual (van Woerkom & Meyers, 2019). Growth resulted from personal responsibility for
self-directed activities combined with initial resistance to change (Martin-Wagar et al., 2021).
An individual with a holistic mindset embodied increased self-awareness, evidence of growth
(Bilohur, 2019). Some participants were compliant with the activities of the group. As a result,
they experienced noticeable growth in one or more areas of their lives.
For example, Suzy discovered that the busyness kept the anxiety lower. “Without a
schedule or rhythm to my days, my anxiety is higher.” Amy felt the mindful walking helped get
her out of the house again. “I was trying to just get myself outside for the sake of going outside. I
know towards the beginning that was the hardest for me, but I think coming toward the end, it’s
probably what I got the most out of.”
To summarize findings related to the primary research question, participants’ data
reflected the themes of Reflection, Isolation, and Stress. Subthemes that emerged were
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Revelation, Disengagement, Avoidance, and Growth. The mindful activities created an
opportunity for introspection about the present and past for these individuals. This focus on
intentional presence appeared to have halted anxieties during those moments for most
participants and led to personal discovery for some. One participant felt too overwhelmed by the
intimacy of mindfulness and integrated past traumatic memories into the worry of her future. As
a result, she felt the need to drop out of the study. When participants took the time to reflect, a
positive or negative revelation occurred. The participants appeared to carry their introverted
natures into the group microcosm. A few participants became disengaged during the study
without meeting with the group, neglecting to post on the social media page, and stopping
correspondence. The remaining members had limited engagement during the group meetings or
social media pages. Adding the study tasks to the participants' daily lives also created additional
stress. The participants believed that the stress resulted in either avoidance or growth. Group
members who experienced additional stress during the study stopped the daily activities, and one
dropped out altogether. Other members specifically eliminated one or two activities if they
believed the activity caused discomfort in any way. A few members experienced personal growth
once they persevered through the initial stages of a change in routine and discomfort.
RQ2: How does this group of individuals describe how they overcame
barriers to holistic health?
The data generated from the next research question of this phenomenological process
contains one theme and subtheme. The data revealed that several barriers exist in the approach to
health taken in this study. Even when the path was suggested, individuals still found difficulty
overcoming these barriers. This resistance was reflective of their personal lives in the study.
Most barriers appeared to have been self-imposed or orchestrated around a lifestyle that the
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individual has constructed. Most barriers were associated with a pre-determined mindset and
pattern of behaviors. Participants noted this from personality traits that contributed to motivation
to change when confronted with an obstacle. Some participants were successful in overcoming a
barrier to completing holistic activities. Not one participant followed the program exactly as it
was prescribed.
In the context of this study, barriers to holistic health referred to obstacles perceived by
the individual that prevented full completion of the requirements of the study. These
requirements included participation in four daily/weekly activities, attendance of weekly group
meetings, and attendance in three individualized interviews. The four required activities were
daily mindful walking, daily mindful spiritual exercise, daily journaling, and weekly posting on a
social media page. One primary theme emerged in answering this research question with one
subtheme: Intentionality and Planning. This theme and subtheme will be further explored with
supporting data from the participants.
Intentionality
Intentionality was the sole theme that emerged to answer the research question about
barriers to achieving holistic health within this study. Intentionality was a deliberate, purposeful
act to accomplish something. It is a holistic concept which embraces the individual potential for
a biopsychosocial awareness (Deary et al., 2011). A change was required to be made to add or
remove behaviors to incorporate something new into one’s life. Adaptation was heightened with
intentionality (Hibbard & Pope, 1993). Intentionality was also linked to motivation to develop a
new habit (Gardner & Lally, 2018). Intentionality forced the individual to be present and attend
to the present moment. Strage and Merdinger described intentionality as one of the key factors
for personal growth and renewal (as cited in Santovec, 2014). The following verbatim quotes
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from participants demonstrated their perceived need for intentionality in overcoming barriers to
successfully implement the study activities to achieve a holistic state of health.
One of the actual words repeated by most members was intentionality. Intention
surmounted to be a powerful force in success or failure with the group activities. Bill explained
that one of the most helpful pieces was “just being more intentionally aware of what’s going on
around me and also how that’s affecting me and how I’m affecting that also.” Suzy stated, “I had
to schedule time.” Amy explained how intentionality and structure bring her success. “My brain
finds excuses not to slow down. Sometimes it takes checking the boxes to implement that. I had
to make it in my brain like this was an assignment. Hopefully, moving forward won’t frame it
that way.” This association with school and assignments also upheld the assumption that these
participants with anxiety are very task oriented. This appeared to be the perception that cognition
is programmed. Bill explained, “during mindful walking, I have to keep refocusing. I’ve been
noticing when I walk around, the one thing that I’m guilty of is having my head stuck in my
phone.” Through being intentional, the participants discovered a vital component to the success
of implementing new habits. The act of planning formed the subtheme of Consistency.
Consistency. Consistency was doing something repetitively and in a methodical manner.
It contributed to habit-forming and resulted from intentionality. It was also be described as the
quality of always behaving similarly (Dictionary, 2021). Consistency wove together the object of
pursuit and integrated it into aspects of self to a thriving wholeness of being. Consistency
contributed to habit formation by repetition of necessary behaviors to make continued, selfregulated changes (Gardner & Lally, 2018). This concept also referred to repeating the same
behavior simultaneously to produce an effective change (Bond et al., 2019). Consistency helped
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eliminate barriers to achieving holistic health within the context of the study group. Repetitive
and scheduled actions promoted success in incorporating holistic health habits.
Amy felt that “the most helpful part of the study attempted at consistency by establishing
routines.” In the same way, Bill believed “that I need to practice every day to help it become
more of a steady habit to do. I like having that in my back pocket.” Doing a task over and over
created healthy habits. Amy explained further. “I’ve been into more stressful circumstances
recently, but I feel like my anxiety levels have been a lot lower because I’ve had something I had
to schedule.”
The participants demonstrated how intentionality developed into a consistency that
helped incorporate change and healthy habits despite acknowledged barriers. Intentionality
helped eliminate these barriers by small, deliberate steps in the direction of choice. Consistency
in actions continued this process in overcoming barriers for the participants. Group members
who did not implement intentionality and consistency completed less activities. As a result, not
much changed within their systems of health. The number of activities completed is directly
related to the amount of symptom reduction.
RQ 3: How does this group of individuals describe their experiences in symptom
reduction?
With anxiety, a myriad of physical, mental, spiritual, and relational symptoms was
present, as demonstrated in the background data from participants. It was essential to determine
if implementing the study's daily and weekly mindfulness activities made a difference in
reducing symptoms. Three pertinent themes were found to answer the research question:
Decreased, Increased, or No Change. Participants who were most compliant with the study
requirements showed at least one area of symptom reduction. The individuals who completed the
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least activities did not specify much change in symptoms. One participant experienced an
increase in symptoms and withdrew from the study.
Decreased
For this study, decreased was defined as less physical or mental anxiety symptoms. This
referred to symptoms such as racing heart, hyperventilation, nausea, tremulousness, racing
thoughts, and worry. Within the group, anxiety symptoms decreased slightly for a few
participants. The physical and mental symptoms still waxed and waned for some. Sally stated,
“Meditation was the most helpful with the physical symptoms.” Chaos in thought patterns
showed some improvement with implementing the holistic strategies. Amy stated, “I feel like my
brain is a bunch of scrambled eggs. Journaling helped slow my racing thoughts down.” Bill felt
that improvement came “with just being more intentionally aware of what’s going on around me
and also how that’s affecting me and how I’m affecting that also.” Suzy stated that she felt “kind
of a natural instinct for me to be mindful when I walk.” She also moved from “what if” thinking
which paralyzed her, to more freedom with mindfulness strategies. “I liked that actually that kind
of helped me refocus a little bit, kind of like self-care.” Amy felt the mindful walking helped get
her out of the house again. “I was trying to just get myself outside for the sake of going outside. I
know towards the beginning that was the hardest for me, but I think coming toward the end, it’s
probably what I got the most out of.” Overall, four participants demonstrated a decrease in
anxiety-related symptoms.
Increased
For the purposes of this study, increased symptoms referred to any physical or mental
symptoms related to anxiety that is perceived to be worse than prior to the start of the study.
Again, these symptoms included but not be limited to fast heart rate, hyperventilation, nausea,
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tremulousness, racing thoughts, and worry. For example, one participant dropped out due to the
experience of increased anxiety during mindfulness exercises. The type of anxiety that increased
for this participant encompassed physical, mental, and emotional distress. Missy described that
the spiritual mindfulness “brought back thoughts of her father’s illness and death and makes me
worry about her own demise.” She stated she needed to stop the study activities and seek
additional assistance from a mental health professional. She explained that taking time to allow
her mind to relax and just be present opened some repressed memories and wounds. In summary,
prior to study completion, one individual reported worsening symptoms that were severe enough
for her to necessitate dropping out from the study.
No Change
The concept of no change described participants who did not perceive any significant
difference in any physical, mental, spiritual, or relational symptoms. Stagnation was also evident
in some of the members. No members completed all the holistic activities for the duration of the
group. Most participants did an average of two activities daily, one participant completed three
activities, and two members did less than two. One participant stopped responding during the
study. The remaining participants found activities that they liked or did not like. All but one
participant stopped the activity that they disliked. One participant transitioned from dislike to
that activity being the most impactful, mentioned by Amy above. After the group, isolation
lacked improvement. Although some participants increased the amount of outdoor walking,
significant social interaction was not improved.
Overall, the members who contributed the most to the study activities reported the most
improvement in symptoms— the acts of slowing down and focusing positively impacted several
participants' symptom reductions. One participant experienced worsening symptoms when she
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relaxed and focused during a meditation exercise. She did not properly follow the exercise to be
in the moment; rather, she allowed her mind to wander to past events, which affected her anxiety
in the present moment. Some members showed no changes, most notably in the form of
isolation. Introverted behavior can also be linked to personality traits that are not likely to
change. The personality trait may have increased the chances of allowing anxiety to affect
interpersonal relationships. Anxiety was used as a type of scapegoat in this sense.
RQ 4: How does this group of individuals describe their experiences in improved quality of
life?
Quality of life was described as good physical and mental health, stable or thriving
interpersonal relationships, a grounded faith system, a sense of purpose, and hope for the future.
Quality of life was not just the lack of mental illness; rather, it referred to elements that
formulated a sense of fulfillment and worthiness (Keyes as cited in Assaf, 2020). Peace of mind,
relationships, and health promoted an increased quality of life. The participants in this study
spoke to impacts of quality of life on multiple levels. This data was previously discussed in the
background of the participants. Physical symptoms were uncomfortable and prevented
individuals from completing daily activities, such as going to the store, socializing with family
and friends, and cultivating deeper relationships.
Additionally, anxiety affected the quality of life due to mental fogginess and racing
thoughts which created issues with concentration and sleep. Spiritually, several participants
vocalized having some difficulty in this realm. It was unclear if anxiety was impacting
spirituality or vice versa. Relationally, all participants had struggles with spouses, family
members, or work relationships, which often resulted in solitude. The emerged themes were
organized according to Improved, Decreased, and No Change.
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Improved
Ideally, for the purposes of this study, participants who expressed an increased quality of
life described more peace, better relationships, improved mental state, and hope or purpose. A
recent study demonstrated a direct link between subjective health anxiety and quality of life
(Eriksson et al., 2018). It was assumed that fewer physical symptoms contributed to a better
quality of life in that an individual may feel stronger or better health to pursue activities that led
to an improved state of health. Several participants experienced personal growth, promoting a
better quality of life. An enhanced quality of life enabled an individual to progress to the highest
tier on Maslow’s hierarchy of needs, which was self-actualization (Maslow, 1943). Maslow
described self-actualization as an individual’s desire for self-fulfillment and desire to grow to his
or her peak potential (as cited in Taormina & Gao, 2013). The following quotes from the data
supported the finding that some participants in this study experienced an improved quality of life
after completing the study activities.
Although there was no reported improved quality of life with relationships, work, or
school, participants demonstrated moments of increased introspection and clarity which resulted
in personal growth or achievement. Bill stated that in the beginning stages of the study,
“mindfulness is not proactive but reactive.” He also had a revelation about his constant phone
use. “I wonder how much being so connected to technology might impact those feelings of
anxiety too.” Suzy noted that finding some quiet time was most helpful by stating, “Mindfulness
was most helpful in forcing me to set quiet for a little bit.” Amy explained how the study
encompassed her growth mindset. “Going through my education to be a therapist has been
interesting in itself, so I think I’m just always wanting to learn, you know, new ways that can
help me be healthier for myself, family, and clients.” Missy also observed that she lacked
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confidence due to anxiety. She dropped out, so she could not gauge if this improved with holistic
interventions. Bill had much anxiety in his workplace and found that “doing mindfulness at work
was better than doing nothing.” Amy experienced a surge in personal growth toward the end of
the study and compared how she was prior to the study. She stated, “I was constantly criticizing
every single move, and so of course I’m not able to stop and breathe and be mindful. The last
few days, it feels I have been stepping into my life.” Suzy connected that mindfulness helped her
self-care. Between the first and last interviews, her appearance and hygiene had improved.
Overall, participants demonstrated various degrees of improvement in one or more facets of
quality of life.
Decreased / No Change
For this study, a decreased quality of life resulted in poorer function in some aspects as
compared to the beginning of the study. For example, if a participant experienced increased
anxiety, his or her function at work or interaction with interpersonal relationships was negatively
affected. Only one member reported worsening of symptoms during the study. The increased
symptoms could have been speculated to have decreased her quality of life. The interaction was
limited and stopped after her assessment of safety and cessation from the study. In addition,
Anna reflected that her anxiety comes from trauma and abuse as a child, which negatively
impacted her relationships with others. This participant stopped responding throughout the study,
making it difficult to determine if she experienced any improvements. Her past trauma was not
disclosed prior to the study.
Overall, most active participants noted some improvement that directly or indirectly
impacted their quality of life for the better. Most participants found a practice that helped ground
them in a more peaceful state. It was hypothesized that a more peaceful state contributes to
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growth that gently guides an individual to an improved state of being When personal needs were
met at this level, quality of life was expected to be better reflective of how individuals interacted
with their environment. Two participants, Anna and Missy, were unable to be reassessed to see
any other improvements in their quality of life. One of these individuals concluded that she
needed to seek professional help. Although no immediate gains were evident in the quality of life
for Missy, this sole act could have led her to a more improved quality of life as she took steps to
deal with past trauma.
RQ 5: What would these individuals describe as the most impactful part of the group?
The description of the participants' most impactful part of the study group was subjective
on several accounts. Whatever a participant found to be most distressing at onset and most
relieved at the end was likely related to the most impactful activity. These activities consisted of
different activities from what the participants were doing prior to the study. Each activity was
connected to the larger concept of mindfulness; therefore, it is not surprising to reveal the answer
to this research question. A profound theme emerged in response to the most impactful part of
the group. It was ironic that all these participants were counseling students or in the counseling
profession and were familiar with this concept. It was not until mindfulness exercises were
intentionally utilized in their daily lives that full benefits were reaped. The theme that emerged in
answer to this question was Mindfulness.
Mindfulness
This study involved dividing the broad concept of mindfulness into more specific
categories linked with holistic activities. The use of specific mindfulness activities created a
powerful, synergistic effect. The entire premise of mindfulness rested upon being present now
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with deliberate focus. All participants who responded felt that some aspect of mindfulness
positively affected them. Mindfulness created an opportunity for personal awareness and insight.
Awareness. Awareness emerged as a subtheme. Sally described mindful journaling and
Christ-Centered Present Moment Awareness as the most frequently implemented activities and
most impactful in her life. She stated, “The spiritual awareness was most impactful. The writing
kind of helped me focus– - like, instead of focusing on all the negative, it was like, ok, yes, there
are positive things going on too.” Bill discussed that the most impactful piece for him was “the
mindful walking and taking time to do breathing exercises.” He felt that the element of
mindfulness that was most helpful was “being able to use it anytime.” Suzy relayed that
mindfulness “helped me refocus a little bit, kind of like self-care.” Amy demonstrated how using
mindful walking proved most impactful for her. She stated, “I know towards the beginning that
was the hardest for me, but I think that coming toward the end, it’s probably what I got the most
out of.” Amy stated that “walking was a huge revelation in getting back in touch with nature.”
She also stated that “breathing kind of helped center that inaccurate view of God.” Bill stated
that “the mindfulness was definitely helpful because, it kind of allowed me time to sit and
separate myself from minor details around me and put problems in perspective.”
Overall, the participants who stayed with the study showed some impact from a mindful
activity. All these activities contributed to the growth of at least one aspect of the individual.
Physical, mental, and spiritual improvements were all noted within the group. Some
improvements also took time. Several participants moved out of their comfort zones to complete
the activities of the study. This was considered baby steps to a larger goal of improving
relationships with families and friends.
Evidence of Quality
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Several aspects of this study demonstrated evidence of quality and thus accuracy of the
data. Trustworthiness was a core element established at first contact with the participants by
discussing confidentiality, informed consent, personal safety, and options for dropping out of the
study if needed. Safety and assurance of confidentiality were important aspects of
trustworthiness. Trustworthiness was found in the interview process, debriefing, and attempts at
triangulation regarding evidence of quality\y. Member checks were not used in the study as
originally planned due to poor response.
The interview process was designed to eliminate bias and variation. One researcher
performed the interviews with standardized questions for all participants at each interview phase.
Debriefing of the study occurred in the final interview for participants who chose to complete the
study. Triangulation was planned with observation, interviews, and focus groups. The
observations were done at the weekly group meetings; some chose to have their cameras on
while others just used their voice. A glimpse into their home environments and interpersonal
mannerisms was detected through this process. Interviews were conducted individually and a
group at designated periods during the study. One of the main issues with the participants was a
lack of communication and follow-through. The lack of commitment impacted the completion of
the focus group with all the members. Overall, this study supported sound rigor through a
combination of the establishment of trustworthiness, the use of triangulation, and debriefing.
Chapter Summary
This chapter presented some background data of the participants. Some findings revealed
busy lifestyles with little time for self-care. Most participants shared isolated backgrounds
devoid of interpersonal relationships outside of required work or family obligations. Despite
participants being schooled in counseling tools, none of them had successfully implemented any
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mindfulness-based activities prior to the study. In addition, spiritual health was poor, with
several participants voicing a disturbing sense of peace in this area.
Overall, participants who were most active in the study exercises reported more
improvements in symptoms and quality of life in relation to anxiety. Major themes and
subthemes emerged from the data. In answer to the primary research question concerning the
lived experience of a holistic, online social media group, the themes of Reflection, Isolation, and
Stress, along with subthemes of Revelation, Disengagement, Avoidance, and Growth, emerged.
Reflection served as a pivotal process to awaken the senses to a more enriching existence for
some participants. Through reflection, some participants grew to a deeper understanding of
themselves and developed a realization of how the installation of a few self-care principles could
empower them through personal revelation. In addition, despite being in a homogenous group,
most members remained isolated, with the social media aspect of the group for the most part
neglected. Interaction among members was minimal, and a lack of encouragement or support
was provided. This behavior supported disengagement as a subtheme both in and outside the
group. Finally, stress was a theme as the study activities initially appeared as a barrier to
effective daily schedules.
The next research question sought to answer how participants overcame barriers to
achieving holistic health. One theme and subtheme emerged from the finding: the theme of
Intentionality with a subtheme of Consistency. Group members found that the act of being
intentional was the single factor that dominated success if integrating healthy habits. The effect
was the same if it was a physical, mental, spiritual, or relational activity. Planning and
scheduling were vital for the participants to incorporate these new activities into their lives. Like
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developing any new habit, the participants also found that consistency with the activity was the
key ingredient for helping them implement and maintain holistic health behaviors.
The participants gave data with similar themes to answer the research questions about
describing the holistic, online social media group’s impact on symptom reduction and quality of
life. Both answers concluded with themes of Improved, Decreased, or No Changes. Milestones
in recovery were not expected due to the study timeframe only being four weeks in length.
Several participants noted the establishment of holistic health practices and increments in feeling
better. As stated previously, one or two participants felt worse or reported no changes during the
study. Again, this seemed to directly correlate with input, effort, and following the directions for
the activities.
Finally, the answer to the research question of the most impactful element of the study
proved to be mindfulness. Mindfulness encapsulated most themes and subthemes and packaged
them into an attainable holistic practice to produce peace of mind. Ironically, mindfulness was a
concept that all participants were familiar with but neglected to incorporate routinely into their
own lives. The mindful nature of all the group activities opened the door to possibilities for the
epitome of self-actualization. At least one member was euphoric when describing her
achievement reached this state. All members remarked on the reaped benefit of implementing the
mindful activities.
Table 2 summarized the various themes and subthemes that emerged from the data in
response to the research questions. Patterns were observed in the participant responses that
molded these themes and subthemes. The final chapter provided further discussion of the
findings of this study, including a more in-depth look at the themes and subthemes. An overview
of the study with a summary of the findings was provided. Then, interpretation of the findings
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was performed. This segued into any implications for social change from the outcomes. Finally,
recommendations for action and further study were presented. A reflection on the researcher’s
experience throughout the research process and any resulting bias was also discussed.
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Table 2
Research Questions and Themes
Research Questions

Themes

How does a group of individuals with
anxiety describe the lived experience
of using an online, holistic social
media group?

Reflection
Isolation
Stress

Revelation
Disengagement
Avoidance or Growth

How does this group of individuals
describe how they overcame barriers
to holistic health?

Intentionality

Planning
Consistency

How does this group of individuals
describe their experiences in
symptom reduction?

Decreased
No Change
Increased

How does this group of individuals
describe their experiences in
improved quality of life?

Improved
Decreased
No Change

What would each of these individuals
describe as the most impactful part of
the group?

Mindfulness

Subthemes

Awareness
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Chapter Five: Discussion
This final chapter of the dissertation study restated the research problems, methodology,
and findings and integrated these with current literature. Results and findings were discussed,
and recommendations for future implications and research were suggested. Also, findings were
dissected to analyze the reflection of the compounding literature from Chapter Two to support
the hypotheses. Implications for social change, recommendations for actions and further study,
and personal experience concluded this chapter.
Brief Overview of Study
This study was construed as a potential solution to the malady of persistent anxiety. The
current medical model for treating physical and mental diseases was not holistic. It only served
to treat a portion of the illness with the individual. For example, a person may have developed
anxiety from chronic back pain, which prevented the individual from attending work and church.
If the individual obtained medication to treat the pain, depression, spiritual apathy, and isolation
might continue untreated. This left the individual closer to illness on the dichromatic scale of the
health and illness spectrum. In addition, when stress ensued, the remaining symptoms likely
increased and worsened.
This qualitative, phenomenological study was performed with six individuals with
chronic anxiety. The study used interviews and observation to obtain participant data. All elected
participants engaged in a 30-day study with daily and weekly activities that stemmed from a
foundation of mindfulness. Activities included daily walking, daily spiritual mindfulness, daily
journaling, and weekly check-ins with other members in a social media group. In addition, each
participant had three individual meetings and weekly group meetings. The groups’ premise was
that it was based on an application of social media readily available to the participants. It
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involved holistic activities targeting each realm of an individual: mental, physical, spiritual, and
relational.
The primary research questions were as follows:
1. How does a group of individuals with anxiety describe the lived experience of using
an online, holistic social media group?
2. How does this group of individuals describe how they overcame barriers to holistic
health?
3. How does this group of individuals describe their experiences in symptom reduction?
4. How does this group of individuals describe their experiences in improved quality of
life?
5. What would each of these individuals describe as the most impactful part of the
group?

The findings of the study revealed several themes and subthemes. Research question
number one themes included Reflection, Isolation, and Stress and the subthemes Revelation,
Disengagement, and Avoidance or Growth. Findings related to the second research question
included Intentionality as a major theme and Planning and Consistency subthemes. For research
questions three and four, the themes were similar. In response to symptom reduction, the themes
were Increased, Decreased, or No Change. For the quality of life, themes were Improved or
Decreased / No Change. Finally, the data revealed that participants' most impactful part of the
study was Mindfulness with a subtheme of Awareness.
Anxiety was debilitating for the participants, and they were drawn to the study to seek
relief. Almost all participants had tried other remedies, including medication and therapy, prior
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to the study. Prior to this study, I reviewed the literature extensively for etiology and treatment of
anxiety, the concept of holistic health, the role of stress, barriers to symptom resolution and
quality of life, and support for internet-based intervention. Surprisingly, few studies incorporated
a BPSS model and even fewer studies that utilized a social media application for anxiety
disorders. No studies were evident that utilized a Facebook group with holistic interventions.
Interpretation of Findings
To fully discuss the findings and their implications, it was necessary to analyze each
research question independently and provide the answers from the study. The first question was,
“How does a group of individuals with anxiety describe the lived experience of using an online,
holistic social media group?” Responses varied, but some homogeneity was reflected in the
themes and subthemes. There were both positive and negative connotations within the answers to
this question. The one purpose that this study, and this question, essentially declared was that of
an intentional pause in the normal rhythm of the participants’ lives. They participated in
something out of the ordinary to target their anxiety had some impact.
To further explain the findings, the responses to this question, in the format of themes
and subthemes, were compared and integrated with the literature results and hypotheses. Before
this was done, it was essential to revisit the premises of this study to fully understand the
foundation as to why it was constructed in the manner it was. Simply put, the main hypothesis
was that whole-person care was more beneficial for mental health in general than fragmented
care. The literature reflected that this concept of wholeness was important for treatment and was
a basic human need (Seyedfatemi et al., 2014). Although health existed as a dynamic state of
being, most individuals maintained a passive mindset that their position on the health/illness
continuum could not be changed (Apostu, 2013; Donnelley, 2018). This study embarked upon a
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process to change this mentality for the participants. Since most had tried medications and
therapy and were educated about anxiety, there was a gap in who they were and whom they
desired to be. The chasm between these two states was defined as how illness (anxiety) impacted
their position on this axis.
According to the literature, illness as a whole person concept was not fully reflected
(Hendrix et al., 2015). Current medical models created a barrier to effective treatment. Lack of
complete care exemplified why these participants, who had traditional treatment for anxiety such
as medications and therapies, were left with increased symptoms and decreased quality of life. In
addition, the literature strongly supported the coexistence of physical, mental, social, and
spiritual states in the concept of illness (Donnelley, 2018; Fahlgren et al., 2015; Garcia et al.,
2014; Hendrix et al., 2015; Katerndahl & Oyiriaru, 2007; Khorashadizadeh, 2016; Stuber et al.,
2014). This phenomenological study incorporated positive health behaviors using mindfulnessbased, structured, holistic activities. Each aspect of the study activities was compared with
current literature to support this arrangement further.
The concept of mindfulness was the central construct weaved throughout each aspect of
the study. The literature was robust in studies supporting the benefit of mindful activities for
anxiety (Fjorback, 2012; Kim et al., 2013, 2016). For example, the study participants daily used
mindful walking. The group responses to this first research question elicited three primary
themes: Reflection, Isolation, and Stress. Furthermore, subthemes emerged and included the
concepts of Revelation, Disengagement, and Avoidance or Growth.
In keeping with these themes, the literature produced generalized supporting data. The
study group gave participants a chance for reflection and revelation. When one quieted the mind,
the individual was enabled to have clarity in thought and direction. It was in this space that true
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revelation could occur. The power of mindfulness activity was demonstrated in the response of at
least one participant who experienced a major mental and spiritual breakthrough during the
study. A state of self-transcendence promoted resiliency in a whole person care model (Fahlgren
et al., 2015). The act of reflection was a gateway to this self-transcendent state for some
participants. This finding corroborated with the existing literature on reaching a state of selfactualization through mindfulness.
It was also noted in both participant responses and observation of participation that there
was a self-imposed barrier to completing some activities. This isolative behavior was described
in the literature as common for individuals with anxiety. Internalized stigma (shame) created a
sense of self markedly different from others (Ociskova et al., 2018; Pedersen & Paves, 2014;
Stanley et al., 2018). Subsequently, the self-imposed stigma led to the isolation that kept others
involved in their care (Ociskova et al., 2018; Quinn et al., 2015). The introverted tendencies
explained the lack of participation with others in the social media group and lack of involvement
and followed through with the daily and weekly activities. This disengagement was surprising in
that others were experiencing the same battles with anxiety. Some participants continued
resistance to treatment help even though they volunteered for it.
Similarly, the concept of stress was fully supported in the literature and its impact on
health-promoting behaviors. The literature was rich with the support that implicated stress in
poor physical or mental health primarily due to the chronic release of cortisol in the body
(Conway et al., 2016; James et al., 2017; Petrowski et al., 2010; Sartori et al., 2012). The stress
created a chaotic mind-state that replaced the desired homeostatic balance and perpetuated
anxiety (Abelson et al., 2007). The participants voiced stress in fitting in the activities for the
study amidst their already busy lives. The purpose of the study that some of them missed was to
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incorporate these activities easily into the flow of their days. Participants that were successful in
this demonstrated the most benefit from the study. The perception of stress produced either
growth or avoidance in the study. Avoidance was reflected in a lack of participation and
response. A few participants avoided the entire study or parts of it. Others used the stress for
growth. The literature supported this in the idea of benevolent chaos, where stress propagated an
improved effect from the original state (Apostu, 2013; Laycraft, 2009; Pascale et al., 1999). A
decrease in personal responsibility is directly correlated with a weakened personal resistance to
stress (Adamo, 2017; Apostu, 2013; Hein et al., 2015). The findings on stress further expanded
the current literature on this subject.
The next analyzed research question was “How does this group of individuals describe
how they overcame barriers to holistic health?” This study considered barriers in four categories
presented in the literature: physical, mental, spiritual, and social. Physical barriers referred to
barriers to access to care. The beauty of this study was that this barrier was eliminated for the
participants using a phone and social media. Mental barriers were fear, unawareness of anxiety,
and improper medication or therapy (Baldwin et al., 2014; Gloster et al., 2017; Patterson & Van
Ameringen, 2016; Rowa et al., 2014). None of these emanated from the study participants. They
were aware of their diagnosis, fear was not expressed in general, and most had already tried
therapy and medication.
The literature described the social barrier as stigma and fragmented care (Biringer et al.,
2017; Hoertel et al., 2013; Hopkins & Shook, 2017; Quinn et al., 2015). The participants did not
verbally report stigma. Perhaps subconsciously, this was an attribute since all participants were
in the counseling profession to some degree. A study by Green and Thorogood (2018)
demonstrated increased stigma among medical professionals, preventing them from seeking
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treatment. Also, all participants enforced aspects of fragmented care in their histories. Stigma
influenced this as well as a host of other factors. All described components of present or past
medications and/or therapies, as all were either students or professionals in the counseling field.
All were aware of holistic therapies for anxiety, such as relaxation, mindfulness, deep breathing,
but none practiced these. The literature supported group treatment formats for anxiety (Rosales
& Tan, 2017). The social milieu could have been used to support and buffer mutually
encountered symptoms to promote resilience in the study participants (Levy et al., 2018; Plaisier
et al., 2007). Data from this study concurred with literature findings on this topic.
The final barrier, spiritual, seemed to echo most profoundly for this study group—
spiritual barriers related to an individual’s faith system, hope, meaning, and motivation.
Spirituality supported the main theme and subthemes that emerged for this question:
Intentionality, Planning, and Consistency. Although resistance and difficulty with the spiritual
exercises related to faith were evident in several members, the overarching barrier appeared to lie
within one’s motivation. The literature explained that decreased hope is found in individuals with
anxiety, impacting their access to care (Thibodeau & Peterson, 2018). The negativity and
perception of busyness set these individuals up for failure. Part of the struggle was placing the
importance of personal health as a top priority. The chronicity of anxiety and decreased quality
of life also produced hopelessness which impacted motivation (Servidio et al., 2018). Spiritual
apathy also played a role as a barrier. The data unearthed through this study upheld the literature
by supporting the concept that struggles with one’s faith can impose restrictions on the quality of
life.
The participants felt that intentionality was the largest factor in overcoming barriers to
holistic health. As part of this, planning and consistency were crucial to successfully
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implementing the daily strategies to combat anxiety. Several participants realized that the only
way to counteract holistic health activities with their busy schedules was to schedule them
intentionally. For example, Bill relayed that increased awareness of his surroundings helped him
realize his effect on the environment and others. Suzy said she had to schedule time for her study
activities purposefully. Amy added that the act of being intentional through mindfulness helped
her to slow down and be organized. She also stated that consistency helped her establish
routines. Intentionality creates the pause that propagates reflection, revelation, and awareness.
The findings from this research extended the literature by emphasizing that mindfulness practices
are not easily attained. Planning and consistency of habits helped insert healthy activities into
daily life. This was exemplified by the fact that these participants were all aware of and trained
in mindfulness strategies.
The next two research questions were combined as outcomes, and data was similar:
“How does this group of individuals describe their experience in symptom reduction and quality
of life?” Themes for both were either increased, decreased, or no change. Summing up the
previous information on barriers, it made sense that those who had more gains did more work in
the study. The participants who did not experience much change became non-respondent,
dropped out, showed increased or no change in symptoms, and decreased or no change in the
quality of life. Specifically, the literature focused on positive effects on symptoms and quality of
life through telehealth applications, which this study could qualify as (Anderson et al., 2017;
Durland et al., 2014; Firth et al., 2017). A participant needed to perform the necessary activities
prescribed to see results. One of the most effective factors in any treatment was the therapeutic
relationship (Durland et al., 2014). Due to the brevity of this study, time was limited to
orchestrate an alliance between the participants and me. The disconnect was responsible for the
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lack of motivation to complete the activities. Also, a passive mentality was evident in several
participants, which indicated stagnant health circumstances (Apostu, 2013; Donnelley, 2018).
This observation corroborated with literature and common sense that increased motivation and
participation results in more progress than lack of effort.
The final research question was, “What would each of these individuals describe as the
most impactful part of the study?” Overall, the most popular answer among participants was
mindfulness with a subtheme of awareness. Their descriptions aligned with a wealth of support
for using mindfulness therapies and techniques in treating anxiety (Kim et al., 2016; Kraemer et
al., 2015). Mindfulness was easy to do whether the participants were at home, work, or outside
walking. It enabled a sense of control over the given moment and allowed time for reflection.
Increased awareness produced pro-active health behaviors and growth (Ghasemipour et al.,
2013). The mindfulness activity allowed the participant to pause to focus on the present moment
in their daily activities. This function served to dissipate worries of tomorrow or regrets of the
past. It permitted the participants to focus on themselves for a small time. Some part of the self
must have been touched for healing to occur. This data further enriched the existing literature on
mindfulness as a powerful antidote to anxiety disorders.
This study introduced several practical applications. One idea was adding more incentive
to holistic-based practices to support further a BPSS model of care for anxiety disorders and
other mental health disorders. Also, the idea of whole person care was applied to self-care,
especially to that of counselors and other caregivers. Helping professions such as pastors,
psychiatrists, nurses, and therapists also could benefit. This study highlighted a hidden gem that
sometimes maladies can have their worst effects on those trained to treat them. Also, the lack of
participation in some activities suggested treatment can be compared to an ill individual who
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does not take the medication prescribed properly. They would not have full effect from the
medication; in essence, the participants did not get the full effect of the study since they did not
utilize the whole portion prescribed. Finally, the concept of mindfulness was again supported as
a prime factor in resonating against treatment resistance with anxiety disorders.
Implications for Counselors and Counselor Educators
This study sparked positive implications for social change in both individuals and
organizations. On an individual level, the concept of self-care was vital for the counselor as a
caregiver. It was not planned for all participants to be in the counseling field. It was vastly
important for those providing treatment for anxiety to embody holistic treatment successfully. It
was dangerous for a caregiver not to give proper self-care and be expected to care for others
(Mills & Chapman, 2016). One of the reasons that individuals in the counseling field seemed
more susceptible to treatment resistance was their drive for perfection (Holden et al., 2019). This
personality type created a barrier to self-care because the individual continually strived for
perfection in all areas of life, but his or her health left a void in the process.
This study also developed important implications for the counselor as an educator. The
role of the educator was not taken frivolously. A counselor educator has an added responsibility
for other educators as they understand the workings of the mind and how it relates to all areas of
an individual. An instructor must be a model for the students (Sangganjanavanich & Balking,
2013). As a counselor educator, one must have a grounded teaching philosophy that incorporates
whole person care to deliver effective learning. Just as a counselor caregiver benefits from
holistic health, a student would also be expected to benefit from a framework of teaching in an
environment that addresses the body, mind, spirit, and relationships. An element of responsibility
for student well-being exists within the role of counselor educator (Sangganjanavanich &
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Balking, 2013). To truly nurture a student’s potential, both the educator and the student must be
living in a productive state of health.
Due to the speed and busyness of today’s society, an application that can be portable and
accessible anywhere was needed (Rathbone & Prescott, 2013). This study demonstrated that cell
phones or computers could use a social media application and ease of use for health and social
connections. Internet and telehealth have skyrocketed over the years, supporting this treatment
venue. The main tenets of this study included mindful walking, mindful journaling, mindful
spirituality, and social connection. These all reinforced integrating one of the most empirically
studied treatments for anxiety with other proven solutions. The combination of each one, just like
the sum of the parts to make a whole, encompassed a whole person approach to anxiety
treatment. The foundation of mindfulness added a necessary pause in the lives of individuals to
focus on themselves in the present moment to decrease stress, thereby improving symptoms and
quality of life.
Recommendations for Counselors and Counselor Educators
This study outlined some of the necessary changes needed on an individual and
organizational level to combat treatment resistance in mental illness. The recent pandemic
mandated that everyone seek to be as healthy as possible. This era has also ushered in need for
physical distancing and virtual appointments. Telehealth and web applications have never been
more popular. Individuals, especially those responsible for others’ health, must take
responsibility to care for themselves effectively. Organizations need to provide proactive health
solutions for their employees, such as gym memberships, refresher breaks during the workday,
and support services as needed. The concept that health is a dynamic state impetrates the need to
support proactive ways to maintain it.
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Counselor educators have embraced this using virtual classrooms and meetings (Chen et
al., 2020). The impact of the pandemic on the counseling profession has caused increased
burdens in the provider roles (Harrichand et al., 2021). Counselor educators must continually
reassess the learning environment and individual students for stressful cues (Cicco, 2014).
Students must be taught that steps must be taken to protect their health as caregivers and patients
in this demanding field (Harrichand et al., 2021). If counselors apply the foundations of this
study to their student population, it can possibly mitigate the effects of the profession's demands.
The use of virtual classrooms also parallels the study in that educators can use the same-type
applications to impact students. Virtual meetings can be used between faculty and students or
just students for support, extra discussions on self-care, or to teach some brief mindfulness
activities to use on themselves and clients.
Results can be disseminated in several ways. Social media was a part of the study and can be a
vehicle to advertise and formulate more groups. Facebook advertises many health and wellness
groups. There are not any holistic type groups. This is important to introduce this concept to the
health and wellness communities. Other social media applications like Twitter and Instagram can
also model holistic wellness and promote groups. Counselors and practitioners can prescribe
holistic prescriptions, including medication and exercise, spirituality, journaling, and
mindfulness activities. The momentum must be started with one patient, who can help a family
member, who can start a support group, which expands to social media, and reaches hundreds.
This mirrors a well-known poem by an unknown author.
Once there was a man who wanted to change the world. He was unsure how to, so he
tried to change his country. That did not work, so he tried to change his state. That did
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not work, so he tried to change his family. Finally, he realized he needed to change
himself. He could change his family, state, and country if he changed himself.
Author Unknown
Limitations and Recommendations for Further Study
This study provoked ideas for other similar topics for research. For example, more
studies are needed to demonstrate how a BPSS model can be effectively used with mental health
disorders. Whole person care, especially with anxiety disorders, can affect treatment resistance
and decrease healthcare costs. The number of studies in the literature relating a BPSS model to
mental health disorders such as anxiety was severely lacking. In addition, the use of social media
groups, specifically Facebook, with mental health was also absent from the literature. It would be
helpful to conduct more studies to show the necessity of a more in-depth model of treatment that
includes essential spirituality in the mix. Overall, a larger study with more participants was
needed to obtain results with more generalizability. A large-scale study on counselors’ self-care
for anxiety would potentially reveal more answers as well.
Qualitative study options abound, such as looking at the lived experience of more specific
anxiety disorders. These could include panic disorder, social anxiety disorders, phobias, and
obsessive-compulsive disorders. Quantitative studies may reveal a bit deeper into the
effectiveness of each treatment. For example, a control group with one specific intervention
could yield more distinct results. More studies focusing on the BPSS model with mental health,
especially anxiety disorders, are needed as the literature is lacking.
Some limitations of this study became apparent. Due to drop out and lack of
participation, incentives will be offered in the next study to help retain participants. More
background history on the participants would have been helpful to enrich the data further. The
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limitation of lack of activity would be addressed with stringent rules for participation. Also, a
longer course for the study will prove beneficial as more time will be allotted for participation,
therapeutic relationship, and observation.
Reflection on Researcher’s Experience
The study was a positive experience but propagated ideas for improvements for the next
studies. First, my dislike of conflict perhaps created an environment where ground rules were
lax. I found that passivity can breed disengagement. I celebrated even the growth of one
individual. It was enriching to see the positive feedback from the participants that certain aspects
of the study helped them in that moment of life. I am hopeful that the study reflects the core of
who they are, the importance of their role, and why self-care of the whole person is so important.
Comprehensive Summary
The following will be a summary of each chapter of this dissertation study. To begin,
Chapter One presented the foundation for the study by providing the background information
congruent to the purpose of the study. In addition, the conceptual framework of holistic health
was introduced. Research questions and assumptions were also discussed. Chapter Two provided
an extensive literature review. Anxiety disorders, in general, were searched about symptoms and
quality of life. Concepts such as health, wellness, illness, and stress were unearthed. Finally,
studies that included mental health with either a BPS or BPSS model were searched.
Chapter Three linked the study’s methodology and research design. The
phenomenological approach was explained in deeper detail, with significance placed on the
specificities of this study. Participants, methods, exclusions, informed consent, and other issues
were addressed for this study. Chapter Four presented the findings from the 30-day study.
Themes and subthemes were formulated and discussed. Actual verbiage from the participants
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was also included to create the lived experience fully. Finally, Chapter Five segued into a
discussion of the findings, suggestions for future research, and applications to the field of
counselor education.
Conclusion
Since up to 60% of anxiety sufferers remain treatment-resistant (Patterson & Van
Ameringen, 2016), another means of symptom relief and quality of life reduction was needed.
The traditional medical model did not encompass mental health, and the BPS model lacked the
vital spiritual component. Therefore, the BPSS model must be strengthened for holistic use with
mental health disorders, especially anxiety. There was rich data that mindfulness was strongly
effective in managing anxiety. Incorporating this concept as the foundation for holistic activities
was the essence of this study. Helping individuals, especially health professionals, take important
steps toward their whole person care was vital for growing and preventing additional comorbidities. The possibility of personal growth was paramount.
The primary takeaway from this study is to intentionally pause time to be in the present
moment and focus on wholeness. Worries or fear cannot preside when one is in the present
moment. Anxiety disorders were shown to be especially responsive to mindful activities.
Incorporation of these activities required intentionality to bear to action. Awareness of what
needs to be done and motivation to do what needs to be done are important factors. Since the
balance of health lies in a balanced, flux state, illness can be decreased, and health increased if
everyone maintains holistic intentions. Finally, one must take care of the body, mind, soul, and
relationships to fully develop the healthiest self to care for others. Self-care is especially true for
us as counselor educators. We must embody a biospychosociospiritual foundation to deliver that
care model effectively to our students and clients.
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Appendix A
Screening Questions
1. Have you been diagnosed with an anxiety or panic disorder?
2. What treatment have you had?
3. Are you currently on any medications to treat this disorder?
4. Do you have any health conditions to prevent you from exercise?
5. Do you have any other psychiatric disorders?
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Appendix B
Interview Guide
Pre Study
1. What are your current symptoms?
2. How bothersome are they to your daily life (scale 1-10)?
3. What triggers these symptoms? What alleviates these symptoms?
4. How would you describe your current quality of life and why?
5. What contributes to and takes away from your quality of life?
6. What is your current fitness level?
7. What are some past treatments you have tried for anxiety?
8. What is your level of knowledge about your disorder?
9. Why are you participating in this study?
2 and 4 week intervals
1. Have you been compliant with practices of group daily?
2. What are your current symptoms?
3. How bothersome are they to your daily life (scale 1 – 10)?
4. How would you describe your current quality of life and why?
5. What aspect(s) of the group do you feel is / are helping you the most right now?
6. What are some challenges or barriers that you are experiencing?
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Appendix C
CONSENT FORM FOR QUALITATIVE STUDY
Consent to take part in research
•I.............................................voluntarily agree to participate in this
research study.
•I understand that even if I agree to participate now, I can withdraw at any time or refuse to
answer any question without any consequences of any kind

.•I understand that I can withdraw permission to use data from my interview within two weeks
after the interview, in which case the material will be deleted.

•I have had the purpose and nature of the study explained to me in writing and I have had the
opportunity to ask questions about the study.
•I understand that participation involves participation in a weekly online support group,
including mindfulness activities of daily walking / exercise, writing / journaling, worshipping /
Christ -centered present moment awareness, and witnessing / relationship in support group.

•I understand that I will not benefit directly from participating in this research.

•I agree to my interview being audio-recorded.

•I understand that all information I provide for this study will be treated confidentially.
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•I understand that in any report on the results of this research my identity will remain
anonymous. This will be done by changing my name and disguising any details of my interview
which may reveal my identity or the identity of people I speak about.

•I understand that disguised extracts from my interview may be quoted in a dissertation.

•I understand that if I inform the researcher that myself or someone else is at risk of harm, they
may have to report this to the relevant authorities -they will discuss this with me first but may be
required to report with or without my permission.
•I understand that signed consent forms and original audio recordings will be retained in a
lockbox with primary researcher until end of study
•I understand that a transcript of my interview in which all identifying information has been
removed will be retained for 2 months.
•I understand that under freedom of information legislation I am entitled to access the
information I have provided at any time while it is in storage as specified above.
•I understand that I am free to contact any of the people involved in the research to seek further
clarification and information. Names, degrees, affiliations and contact details of researchers (and
academic supervisors when relevant).
Signature of research participant-------------------------------------------------------Date
Signature of researcher
(this form was taken and modified from
https://www.tcd.ie/swsp/assets/pdf/Participant%20consent%20form%20template.pdf)
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